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Abstract

by Mitchell Jude Seal
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2008

This study employed a heuristic -participant evaluation ofthe instruction of the webbased Essentials of Critical Care Orientation (ECCO) program using two research
questions: (1) How well does the ECCO adhere to Bloom's theory of mastery
learning and instruction; and (2) What effect, if any, does this have on the participant
RN? Evaluation fmdings demonstrated that the ECCO is 66 hours of expository
instruction with little to no meaningful feedback, correction, or enrichment activity, is
not well aligne~, and has significant design flaws related to objectives and transfer of
instruction and to the processes of instruction. This results in the participant RN
being left to his own devices to achieve mastery. Heuristic fmdings demonstrated the
effect on the participant RN - feelings of frustration, resentment, fear, lack of
confidence, and apprehension which in sum outweigh feelings of accomplishment
and yield a compulsion to leave critical care practice. Discussion includes
implications of fmdings and results, recommendations for the ECCO program
improvement, and concludes with suggestions for future research.
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CHAPTER I
INTRODUCTION

Background of the Study
Although the growth rate of the registered nursing (RN) shortage in the U.S.
slowed in recent years, there remains no evidence to suggest that the crisis has ended
nor that it will be adequately addressed in the foreseeable future (Auerbach,
Buerhaus, & Staiger, 2007; Buerhaus, Staiger, & Auerbach, 2004; Critical Care
Workforce Partnership, 2007; Hayhurst & Saylor, 2005; Health Resources and
Services Administration, 2006; Hecker, 2005; Hospital Association of Southern
California, 2006; U.S. Census Bureau, 2005). More concerning is that the shortage
crisis has reached unprecedented proportions in RN specialty areas that require more
advanced training and skills to meet the needs of critically ill patients (American
Association of Critical-Care Nurses, 2002; Critical Care Workforce Partnership,
2007; Finger & Pape, 2002; Hayhurst & Saylor, 2005; Hospital Association of
Southern California, 2006; Stechmiller, 2002). The worsening shortage of critical
care RNs is further exacerbated by a concurrent shortage of critical care nurse
educators, declining student enrollment in nursing school, an aging and retiring RN
population, a rapidly expanding population of more critically ill patients, and changes

in the financing and organization of health care delivery (American Association of
Critical-Care Nurses, 2002; Auerbach, Buerhaus, & Staiger, 2007; Critical Care
1

Workforce Partnership, 2007; Hayhurst & Saylor, 2005; Health Resources and Services
Administration, 2006; Hecker, 2005; Hospital Association of Southern California, 2006).
As more and more hospitals and health care organizations are forced to fill vacant critical
care RN positions with applicants having minimal or no critical care experience, the need
for effective administration of education and training for RNs to competently care for
critically ill patients has become supreme.
In the U.S. critical care nursing competence is not taught in nursing school, rather,

hospitals and health care organizations are responsible for ensuring this competence
among critical care RN staff (Thomason, 2006; Kirckhoff & Dahl, 2006). Across the
U.S. most organizations achieve this through their own in-house critical care RN
education and training programs. Typically, a hospital-based nursing education
administrator will direct a classroom-based training program that is supplemented and
reinforced with a clinical unit-based and precepted training program of about 6-12
weeks or more (Thomason, 2006; Kirckhoff & Dahl, 2006). These RN critical care
orientation training programs are conducted with the goal of meeting or exceeding the
minimum standards of care and practice established by the authoritative body for critical
care RN community (Thomason, 2006; Kirckhoff & Dahl, 2006), which is the
Association of American Critical-care Registered Nurses (AACN).
Although it is not required for critical care RN practice, the RN can become
certified by the AACN as a Critical Care Registered Nurse (CCRN). CCRN certification
can be achieved only after completion of 1,750 hours ofbedside critical care RN practice
and successful completion of the AACN CCRN examination (AACN, 2006b).
Employers prefer to hire CCRN applicants as they have demonstrated a high level of
2

knowledge within their specialty practice area (AACN, 2006b) and typically only require
minimal orientation (Thomason, 2006; Kirckhoff & DahL 2006). However, such hiring
practices do nothing to address the diminishing number of critical care RNs.
According to a report released by the Health Resources and Services
Administration (HRSA, n.d.) titled "The Registered Nurse Population: Findings from the
2004 National Sample Survey ofRegistered Nurses" there are more than one-half million
critical care RNs living and worlcing in the U.S. The single largest practice setting for
critical care RNs in the U.S. is the Intensive Care Unit (ICU), which accounts for
approximately half of all RNs that are employed within critical care practice
environments (HRSA, n.d.). Further and in terms of numbers of practicing critical care
RNs, the ICU practice setting is twice the size of the next largest RN critical care practice
environment, which is the Emergency Room (HRSA, n.d.). Not surprisingly and
regardless ofthe variation ofRN vacancy rates in various practice settings (HRSA, n.d.),
in the U.S. the most significant RN critical care orientation program is to the ICU
practice setting both in terms of the numbers ofRNs and the duration of orientation.
In an effort to address the impact of the critical care RN shortage crisis on critical
care orientation, the AACN released the web-based Essentials of Critical Care
Orientation (ECCO) program in 2002 (AACN, 2007). Since its inception, the ECCO
program has rapidly expanded and is in wide-spread use across the U.S. and abroad. The
ECCO program is in use in over 700 hospitals across all geographic areas of the U.S. as
well as in several other countries (C. Cuaresma, personal communication, September 17,
2007; AACN, n.d.). The ECCO is reported to be widely popular largely due to the
advantages of web-based instruction that includes flexibility, convenience, ease of use,

3

and personnel resource advantages (Berke & Wiseman, 2003; Doughty, 2003; Giordano
& Tyler, 2003; McLeod Health, 2006; Wood, 2003). There seems to be consensus that
the AACN' s ECCO program appears to be effective in countering some of the challenges
of the critical care nursing shortage crisis.

The Tacit Learning Philosophy ofProfessional Nursing

RN professional associations are a primary vehicle in the promulgation of legal
and regulatory standards of care to members of the respective specialty or community of
practice (Milazzo, 2005). Professional associations including the AACN execute this
through periodic update and issue written statements of the standards of care for nursing
practice within the respective community of practice. These statements articulate the
minimum standards of care to which the nurse is held within the given community
(Milazzo, 2005). Benjamin Bloom (1968) articulated a teaching and learning philosophy
well suited for such a situation in his theory of mastery learning and instruction. That is,
an instructional system that adheres to mastery theory sets the goal of attaining a
minimum level of competence for all, or most, learners (Smith & Regan, 2005). By
articulating minimum standards of care statements, RN professional associations at least
tacitly espouse a mastery learning philosophy. Accordingly, the task of instruction is to
fmd the means which will enable all or most RNs to perform at or above the accepted
standard of care (Smith & Regan, 2005).
In addition to articulating the characteristics of mastery learning and instruction,
Benjamin Bloom also defmed a classification system of educational objectives (Bloom et
al, 1956; Driscoll, 2004; Smith & Regan, 2005) useful in learning situations that require
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higher-level, mentally demanding outcomes. When one examines the AACN standards
of care statements (see APPENDIX A) in the terms of Bloom's taxonomy of cognitive
domain outcomes, it becomes clear that orientation to critical care nursing practice
requires higher-level, mentally demanding outcomes that are the result of mastery
learning and instruction. More specifically, the critical care RN must be able to
differentiate, analyze, make judgments and recommendations, hypothesize, prioritize, and
evaluate. All of these behavior,s require level 3 (Application) cognitive outcomes or
higher according to Bloom's Taxonomy of Cognitive Objectives (1956; 1968).
Moreover, Bloom's Taxonomy is hierarchical, which is to say learning at higher levels is
dependant on and requires learning at lower levels (Bloom, 1968; Bloom et al, 1956;
Driscoll, 2004; Orlich, Harder, Callahan, Trevisian, & Brown, 2004; Smith & Regan,
2005).

Instructional Design
Although there are individual differences among well recognized models of
instructional design such as Dick & Carey, ADDIE, Kemp, !CARE, & ASSURE (Dick,
Carey & Carey, 2004; Gagne, Wagner, Golas, & Keller, 2004; Morison, Ross & Kemp,
2004; Smith & Regan, 2005), aU models address three key questions that when
effectively answered lead to better instructional outcomes. These key questions are:
1. What are you teaching to whom?
2. How are you teaching it?
3. How do you kno-w that you're teaching it well?

5
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Effectively answering each of these three key questions delineates what most agree are
the major activities of the instructional process (Dick, Carey & Carey, 2004; Gagne,
Wagner, Golas, & Keller, 2004; Morison, Ross & Kemp, 2004; Smith & Regan, 2005),
which are:
1. Perform an instructional analysis (to determine what you're teaching to whom).
2. Develop an instructional strategy (to determine how you'll teach it).
3. Develop and conduct an instructional evaluation (to determine how you'll know
that you're teaching it well).

Through an instructional analysis the learning task becomes clearly specified in
terms of objectives. Objectives are then classified according to the types ofleaming
outcomes required to achieve the objectives. The specification of objectives and
classification of outcomes informs the selection of appropriate instructional strategy. The
remaining task is identification of assessment mechanisms that will measure learning in
achievement of the outcomes required of the objectives of the learning task and
ultimately the instruction itself.
The American Association of Critical-Care Nurses (AACN) makes statements
about the instructional design of their Essentials of Critical Care Orientation (ECCO)
program through several media of interest to the critical care RN professional community
including the AACN website, AACN journals and news letters, and the ECCO program
brochure (AACN, n.d., 2002, 2006a, 2006b, 2007). The implications of these statements
are important to critical care nursing educational administrators for two key reasons.
First, these statements come from the professional association that promulgates minimum
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standards of care competence statements to the U.S. critical care RN community. This
implies that the ECCO program, like the profession of nursing itself, reflects a
philosophy of mastery. Second, these statements identify both the learning task as well
as the instructional and management strategies of the ECCO program. However, both the
AACN and related nursing literature are virtually silent as to the instructional evaluation
of the ECCO program. Further, representatives ofthe AACN involved with the
management and ongoing development of the ECCO program report they too are
unaware of any published studies or writings addressing the instructional evaluation of
the ECCO program (C. Cuaresma, personal communication, September 17, 2007; M.
Aust, personal communication, April25, 2008). Put another way, a thorough review of
literature was congruent with statements of representatives of the AACN related to the
lack of evidence of examination of the key instructional question of how we know that
we're teaching well using the ECCO. That is, just two of the three major activities of
ECCO instruction have been investigated and reported. Nevertheless, the ECCO
program has been implementation in over 700 hospitals throughout the U.S. and abroad
(C. Cuaresma, personal communication, September 17, 2007; AACN, n.d.) .

Statement of the Problem
After extensive review of several reference databases, including the world's
largest known electronic reference system that is the Navy Medicine Telelibrary Project
(S. P. Reinkemeyer, personal communication, October 15, 2008), informed conclusions
regarding the published study of the ECCO program can be drawn:
1. Since its inception in 2002, modest study of the ECCO pr~gram has appeared
I
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within the nursing education literature almost all of which comes -directly or
indirectly from media outlets and individuals associated with the AACN.
2. Further analysis of the available literature demonstrates that virtually all ECCO
writings are descriptive anecdotal retellings ofthe virtues and uses of the ECCO
program by AACN agents or their customers, who are mostly hospital-based
nursing education administrators and/or their students. This conclusion is
consistent with statements from representatives of the AACN in that they too are
unaware of publication of empirical findings concerning neither the ECCO
program of instruction nor its instructional evaluation (L. Fouts, personal
communication, September 11, 2007; R. Simms, personal communication,
September 14, 2007; C. Cuaresma, personal communication, September 17, 2007;
MAust, Personal communication, April25, 2008).
3. When ECCO literature is subdivided into the three major activities of the
instructional process it becomes apparent that the majority of available literature
focuses on aspects of the instructional strategy ofthe ECCO while a minority of
literature focuses on the instructional task/goal of the ECCO. Just three onesentence statements of assumption related to instructional evaluation of the ECCO
program were located within a single article of the available ECCO literature.
4. There are no verifiable statements within the available ECCO literature that
address the instructional evaluation of the ECCO program. That is, no theorybased instructional evaluation of the ECCO program was found within the
literature.
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When these conclusions are taken together a problem becomes apparent. ·That is,
there is no evidence to support the very minimally reported assumptions of the
instructional evaluation of the ECCO. Put another way, there currently exists no
verifiable evidence to support the statement that the ECCO program well provides the
instruction necessary to achieve the minimum competence required of orientation to
critical care RN practice. Nor is there evidence to suggest how use of the ECCO is
impacting RNs orienting to critical care practice or the critical care RN shortage.

Purpose of the Study
The purpose of this study is to expand what is known about the ECCO program of
instruction both in terms of an instructional evaluation and its effect on the participant
RN, and to report this to nursing educational administrators and interested others.

Significance of the Study
Nursing educational administrators need to know if, rather than continuing to
assume that, the ECCO program provides sound instruction and how this impacts the
participant RN. Toward that, this study reports an investigation and analysis that is
focused on the instructional evaluation of the ECCO, which is absent within the ECCO
literature. This report thereby provides hospital-based nursing educational administrators
and interested others an independent analysis and evaluation of the ECCO program of
instruction based on a normative theory of practice that supplements existing descriptive
case studies and anecdotes. This study also provides a rich, composite depiction of the
effect ECCO instruction had on a participant RN who used the ECCO to attempt
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orientation to critical care practice within an ICU. This triangulation of both outcome
and process has better-informed decision making regarding use of the ECCO program of
instruction. Further, this report ofspecific information and recommendations can be used
to better support the mastery learning required of orientation to critical care RN practice
in the face of a worsening critical care RN shortage.

Research Questions
This study pursued two research questions. The first research question addressed
outcome through instructional evaluation and was: How well does the Essentials of
Critical Care Orientation program adhere to Bloom's theory of mastery learning and
instruction? This question was used to determine if the ECCO intervention is designed
and implemented well, if the intended instructional service is provided, and if the ECCO
is effective in attaining mastery. Bloom's theory was selected as it reflects the
instructional philosophy required of critical care nursing and because, when implemented
effectively, has been shown to yield an effect as high as 1.7 standard deviations (Gusky
& Gates, 1986), which reflects the magnitude of gains demanded by the current RN

shortage.
The second research question addressed process in regard to the first and was:
What effect, if any, does ECCO instruction have on the participant RN? This question
was used to achieve deeper understanding of outcome through examination of process.
Here a heuristic methodology was selected. Heuristic methods were chosen for their
known benefit of insight into the nature, meaning, and essence of experience (Moustakas,

1990; Patton, 2002).
10

Summary of Methods
A mixed methodology of heuristics and participant evaluation was implemented
to verify and enhance understanding beyond either methodology alone. The method of
participant program evaluation was used to guide gathering and analysis of objective data
regarding outcome in terms of an instructional evaluation of the ECCO program.
Bloom's theory of mastery learning and instruction provided the metric against which a
participant evaluation was conducted. Additionally, assessment scores were examined
and evaluated as an outcome. Heuristic methodology was employed to guide gathering
and analysis of subjective data regarding the effect ECCO instruction had upon the
participant RN. Together these methods formed an instructional evaluation better located
within the challenges of the U.S. RN shortage crisis. The following is an overview of
study procedures.

Procedures and Timeline
Procedures were divided into two overlapping sets of operations that
corresponded with each research question. Participant evaluation procedures were used
to investigate the frrst research question while heuristic procedures were used to
investigate the second. However, the second research question was pursued initially as it
was felt, given the individual focus of study, insight into the first research question could
bias heuristic data. The idea was that the participant RN would experience ECCO
instruction just like the RNs using it for the first time would: with no previous
experience. The following is a brief outline and timeline of study procedures:

11

Phase I - Heuristic Data Gathering Procedures
1) Initial Engagement (followed by Incubation): July -'- September, 2007
2) Immersion (followed by Incubation): October - December, 2007
3) Illumination (followed by Incubation): December- February, 2008
4) Explication (followed by Incubation): March- April, 2008
5) Creative Synthesis: October- December, 2008

Phase II- Evaluaiion Data Gathering Procedures
1) Congruence: May - June, 2008
2) Instructional Process: July - August, 2008
3) Assessment: September- October, 2008

Definition of Terms
The following terms are defmed as applied to this study.

Aptitude is the rate at which a student learns (Carroll, 1963).
AACN is the American Association of Critical-Care Nurses. The AACN was
established in 1969 and is the world's largest nursing specialty organization representing
over one-half million U.S. RNs (AACN, 2007).

Critical Care Nursing is defined by the AACN as the specialty within nursing
that deals with human responses to life-threatening illnesses (AACN, 2002; 2006b;
2007).
CCRN is the acronym for the registered nurse who has been certified by the
AACN as a clinical expert in critical care nursing through satisfaction of 1750 practice
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hours and successful completion of the AACN CCRN examination (AACN, 2007).
ECCO is the acronym for the Essential of Critical Care Orientation program of
inst:Luction. It is a multi-million dollar first of its kind, internet-based, interactive, and
self-paced program focusing on the fundamental knowledge needed for a registered
nurse's orientation to the care of critically ill patients (AACN, 2003a).
Heuristics is defined by its recognized pioneer (Patton, 2002) as a process of
internal search through which one discovers the nature and meaning of experience and
develops methods and procedures for further investigation and analysis (Moustakas,
1990).
ICU is the widely accepted acronym for the Intensive Care Unit.
Mastery Learning and Instruction is defined as both a learning philosophy and
specific associated instructional practices (Anderson and Block as cited in Treffinger,
1977).
Opportunity is the time allotted to learn by the classroom or access to learning
materials (Carroll, 1963).
Perseverance is how much time students spend on learning (Carroll, 1963).
RN is the widely recognized acronym for Registered Nurse, the plural of which is
RNs.
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CHAPTER II
REVIEW OF LITERATURE

Introduction
This review of literature begins by discussing writings that have examined the
U.S. registered nurse (RN) shortage. The review then turns to areas where the sequelae
of the RN shortage are most palpable, which are the critical care RN, the critical care
practice environment, and critical care education (American Association of Critical-Care
Nurses, 2002; American Organization ofNurse Executives, 2002; Critical Care
Workforce Partnership, 2007; Finger & Pape, 2002; Hayhurst, Saylor, & Stuenkel, 2005;
Hospital Association of Southern California, 2006). The review then turns to the
available literature concerning the web-based Essentials of Critical Care Orientation
(ECCO) program, which was implemented by the American Association of Critical-Care
Nurses (AACN) as part oftheir strategy to address the critical care RN shortage (AACN,
2002; 2007). Following location of this crossroads of critical care nursing education and
learning and instruction, the review fmally turns to the well known theory of mastery
learning and instruction.

Registered Nursing Shortage Crisis
The consensus among those concerned with the contribution of registered nurses
to healthcare in the U.S. is that the RN shortage will continue to worsen (AHA, 2007;
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Bell, 2006; Block & Claffey, Korow & McCaffey, 2005; Buerhaus, Staiger & Auerbach,
2004, 2007; Cohen, 2006; Hader, Saver & Steltzer, 2006; Hayhurst, Saylor, &Stuenkel,
2005; Hecker, 2005; HRSA, 2006; Nogueras, 2006; Sherrod, 2004). Factors contributing
to and palpably impacting the RN shortage include nursing school and nursing faculty
shortfalls, a slow growing and aging RN population, changing patient demographics, job
burnout and dissatisfaction, and high turnover and vacancy rates (Aiken, et al., 2001;
American Association of Colleges ofNursing, 2006; Bernard Hodes Group, 2005;
Buerhaus, Donelan, Ulrich, Norman & Dittus, 2005; GAO, 2001; HRSA, 2005, 2006;
PricewaterhouseCoopers' Health Research Institute, 2007; SRBE, 2002; University of
Illinois, 2001; the U.S. Census Bureau, 2005). Not surprisingly, there is evidence that the
RN shortage is negatively impacting safe patient care (Aiken, Clarke, Cheung, Sloane &
Silber, 2003; Aiken, Clarke, Sloane, Sochalski & Silber, 2002; AHRQ, 2004, 2007;
Blendon, et al., 2002; Buerhaus, Donelan, Ulrich, Norman & Dittus, 2005; Buerhaus, et
al., 2005; Henry J. Kiser Family Foundation, 2004; JCAHO, 2002; Kane, Shamliyan,
Mueller, Duval & Wilt, 2007; Needleman, Buerhaus, Mattke, Stewart & Zelevinsky,
2002). Demonstrating the magnitude of the situation are state and federal legislators,
colleges and universities, healthcare organizations, and professional nursing associations
all of whom are implementing strategies in response to the crisis (AACN, 2006b, 2007;
May, Bazzoli & Gerland, 2006; Johnson & Johnson, 2002; Nurses for a Healthier
Tomorrow, n. d.; PricewaterhouseCoopers' Health Research Institute, 2007; U.S.
Department of Labor Employment & Training Administration, 2007).
Because there is no empirical evidence that the current RN shortage in the United
States has ended (Buerhaus, Staiger, & Auerbach, 2004, 2007), the RN shortage is
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projected to continue to worsen as a slow-growing and aging RN population struggles to
care for a rapidly expanding elderly population (Bell, 2006; Block & Claffey, Korow &
McCaffey, 2005; Buerhaus, Staiger, & Auerbach, 2004, 2007; Cohen, 2006; Hayhurst,
Saylor & Stuenkel, 2005; Nogueras, 2006; Sherrod, 2004). In a 2006 report released by
the Health Resources and Services Administration, officials predict that by 2015 all 50
states will have RN shortages and by 2020 the shortage will grow to more than one
million RNs. Similarly, the U.S. Bureau ofLabor Statistics predicted that more than 1.2
million RNs will be needed by 2014 (Hecker, 2005).
In 2006 a survey conducted by the Bernard Hodes Group found that 55% of

respondent nurses, the majority of whom were nurse managers, reported their intention to
retire between 2011 and 2020. Another study by the American Hospital Association
(2007) found that U.S. hospitals need approximately 116,000 RNs to fill vacancies nation
wide, which equates to a national RN vacancy rate of 8.1 %. This study also found that
44% of Chief Executive Officers had more difficulty recruiting RNs in 2006 than in
2004. Further, these same CEOs reported that 30% of Emergency Room (ER) patient
diversions to more distant hospitals were due to lack of staffed critical care beds, which
prevented their ERs from accepting patients needing emergent care. But more recently it
has been estimated that by 2020 the shortage ofRNs in the U.S. will be just one third of
previous projections. Despite this, the RN shortage in the U.S. is still expected to
increase by three times the current trend over the next 13 years (Auerbach, Buerhaus, &
Staiger, 2007). All indications and projections are that the current RN shortage crisis will
continue to worsen.
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One of the many factors compounding the RN shortage in the U.S. is that
enrollment in nursing schools is not growing fast enough to meet the projected demand
for nurses now and in the near future. Although the American Association of Colleges of
Nursing reported an increase in enrollments at entry-level baccalaureate nursing
programs of5% in 2006 (AACN, 2006), this gain is like a drop in the bucket. According
to a report released in April of 2006 by the Health Resources and Services
Administration, "to meet the projected growth in demand for RN services [over the next
twelve years], the U.S. must graduate approximately 90% more nurses from U.S. nursing
programs relative to the [current] baseline graduate projections." (p. 10) But even if
enough nursing students can be recruited, it remains to be seen who will teach them.
For the 2006- 2007 academic year, U.S. nursing schools rejected nearly 43,000
qualified baccalaureate and graduate applicants due to "insufficient number of faculty,
clinical sites, classroom space, clinical preceptors, and budget constraints." (American
Association of Colleges ofNursing, 2006) In the same survey (AACN) 71% of
responding nursing schools cited faculty shortages as the primary reason for rejecting
qualified applicants. In a study released in 2002 by the Southern Regional Board of
Education (SRBE), a "serious shortage of nursing faculty was documented in 16 states
and the District of Columbia." Findings showed that faculty vacancies and newly funded
positions combined for a 12% deficit in the number of needed nurse educators. This
report concluded that "unfilled faculty positions, projected retirements, and the shortage
of students being prepared for the faculty role pose a threat to nursing education over the
next five years."
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Another compounding factor is that the RN population in the U.S. is growing at a
slow rate, which is also resulting in an increasing age of the average RN. According to
the most recent ''National Sample Survey of Registered Nurses" (HRSA, 2005), the
number ofRNs in the U.S . has increased at every 4-year survey interval since the survey
began in 1980. However, the RN growth rate slowed between 2000 and 2004 to 7.9%,
which is down from a growth rate of 14.2% between 1992 and 1996 (HRSA). Because of
this, the average age ofthe U.S. RN climbed from 45.2 years to 46.8 years from 2000 to
2004. Moreover, the total RN population under the age of30 in the U.S. dropped from
9% in 2000 to 8% in 2004 (HRSA).
Changing patient population demographics 'is another factor adversely impacting
the U.S. RN shortage. As the baby boomer generation ages beyond 60 years, the demand
for RN services is expected to dramatically increase. According to the U.S. Government
Accountability Office (200 1) a serious future shortage of nurses is expected as recent
demographic changes influence both the supply and demand for RNs. According to a
report released in May of2001 by the Nursing Institute at the University of Illinois
College of Nursing, the ratio of potential caregivers to the elderly population, which
represent those most likely to need care, will decrease by 40% between 2010 and 2030.
This report also concluded that such shifts in the demographics of the U.S . population
may limit access to health care unless the number of nurses and other caregivers grows
equivalently with the rising elderly population.
Job burnout and dissatisfaction are also recognized as factors compounding the
U.S. RN shortage. This is reflected in a study that found greater than 75% of surveyed
RNs believed that the nursing shortage is a chief problem adversely impacting quality of
18
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their work life, quality of patient care, and the time a nurse spends with their patients
(Buerhaus, Donelan, Ulrich, Norman & Dittus, 2005). This same report also found that
98% of surveyed nurses see the RN shortage increasing the stress of nursing; that 93% of
surveyed nurses _see the RN shortage responsible for lowering the quality of patient care;
and that 93% of surveyed nurses see the RN shortage as the major factor that causes
nurses to leave the profession. Another study found that nurses reported stronger feelings
of job dissatisfaction and being emotionally exhausted when they felt they were assigned
more patients than they could safely provide care (Aiken, Clarke, Cheung, Sloane &
Silber, 2003). And it was found that 40% of nurses who worked in hospital settings
reported feeling dissatisfied with their job (Aiken et al., 2001) to the point that one-third
ofhospital nurses less than 30 years of age intended to leave their current job within one
year.
High turnover and vacancy rates are also factors compounding the U.S. RN
shortage. A report released in July of 2007 determined the average hospital turnover rate
for nurses in 2006 was 8.4% (PricewaterhouseCoopers' Health Research Institute).
Further, this report also found that the average voluntary turnover rate among nurses in
their first year of practice was 27.1% (PricewaterhouseCoopers' Health Research
Institute, 2007). Another report that surveyed health care recruiters found that the
average turnover rate for RN positions was 13.9% and that the RN position vacancy rate
was 16.1% (Bernard Hodes Group, 2005). Still another study conducted by the American
Hqspital Association (2007) found that the average nurse vacancy rate in U.S. hospitals
was 13% and that more than one in seven hospitals reported a severe RN vacancy rate of
more than 20%.
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More recently within the literature, studies point out a connection between
adequate levels ofRN staffmg and safe patient care. A meta-analysis was released in
March of2007 by the Agency for Healthcare Research and Quality (Kane, Shamliyan,
Mueller, Duval & Wilt). This expanded previous findings (ARRQ, 2004) and found that
simultaneous existence of RN shortages and increased workloads are potentially
threatening to the quality of care that patients experience. Additionally, increased RN
staffmg was found to be allied with reduced hospital-related mortality, reduced failure to
rescue patients from life-threatening conditions, and reduced length of hospital stay.
Moreover, it was found that patient safety was compromised in settings with inadequate
staffmg (AHRQ, 2007).
An analysis of several national surveys found that most nurses feel that the RN

shortage has adversely impacted quality of patient care and the quality of goals issued by
the Institute of Medicine and the National Quality Forum (Buerhaus, Donelan, Ulrich,
Norman & Dittus, 2006). One such survey (Buerhaus, Donelan, Ulrich, Norman
& Dittus, 2005) found that 79% ofRNs and 68%_ofChiefNursing Officers felt that the

nursing shortage was by and large reducing quality of patient care within a variety of
healthcare settings. These settings. included hospitals, long-term care facilities,
ambulatory care facilities, and -student health centers. Further, it was found that 93% of
RNs had-significant problems with fmding enough time to maintain patient safety, detect
complications in a timely manner, and to collaborate with other members of the
healthcare team.
The National Survey on Consumers' Experiences with Patient Safety and Quality
Information, released in November of2004 by the Henry J. Kaiser Family Foundation,
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reported that 40% of Americans. believe that the quality of health care has diminished
over the previous five years. The top three-issues affecting medical error rates as cited by
consumers clearly emerged in this report. 74% of consumers cited workload, stress, and
fatigue among health care professionals as the single most important issue impacting
medical errors. Not enough time with patients was cited by 70% of consumers as the
second· most important issue; And·69% of consumers reported not enough nurses as the
third most important issue affecting medical error rates.
In March of 2004 the Agency for Healthcare Research and Quality released an

analysis of nursing research concerned with the impact of staffing levels," staff mix, and
staff education on patient outcomes. This analysis of various studies showed that
hospitals where there are higher rates of licensed practical nurses and/or nurses aides,
when compared to registered nurses, have a tendency for higher rates of poor patient
outcomes. Another study dramatically linked patient outcomes with education (Aiken,
Clarke, Cheung, Sloane& Silber, 2003). Here it was found that surgical patients have a
distinct survival advantage when cared for at hospitals with higher levels of baccalaureate
or higher prepared RN staff. It was shown that a 10% increase in the ratio of
baccalaureate prepared RNs were associated with a 5% decrease in risk of patient death
and failure to rescue from a life-threatening condition.
A study published in 2002 (Blendon, et al) found that nearly half of the American
public and more than one-third of U.S. physicians said that they or members of their
family had experienced medical errors while receiving medical care. 65% of the public
and 53% of physicians attributed the leading cause ofthese errors to a shortage of nurses.
Another study (Aiken, Clarke, Sloane, Sochalski, Silber, 2002) found that as the nurse to
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patient ratio increased, so did the risk of surgical patient death. Here it was reported that
each additional patient assigned to a nurse increased the risk of death ofthese patients by
7%.
In a study conducted by the Joint Commission on Accreditation ofHealthcare
Organizations (2002), it was found that the nursing shortage in U.S. hospitals is putting
the lives of patients in danger. It was reported that 24% of patient injuries and death
involved low RN staffmg levels. In another study a similar situation was found
(Needleman, Buerhaus, Mattke, Stewart & Zelevinsky, 2002). That is, It was reported
thaf a higher proportion of nursing care provided by RNs and a greater number of hours
of care by RNs per day were both positively associated with better outcomes for
hospitalized patients.

RN Shortage Strategies

Multiple strategies at varying levels have been implemented to address the U.S.
RN shortage. Recommended strategies were summarized in a report released in July of
2007 by the PricewaterhouseCoopers' Health Research Institute. These strategJ.es
included development of more public-private partnerships, creation of more healthy work
environments, the use of technology as a training tool, and developing more flexible roles
f-or advanced practice RNs who are being used increasingly as a first point of consultation
for patients. In 2006, 97% of surveyed hospitals were using educational strategies to
address the RN shortage (May, Bazzoli & Gerland). Strategies included partnering with
schools of nur.sing, subsidizing nurse faculty salaries, reimbursing nurses for advancing
their education in exchange for a work commitment, and providing scheduling flexibility
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to enable staff to attend classes (May, Bazzoli & Gerland).
A number of state-level initiatives that address the shortage of both RN s and
nurse educators are ongoing. For example, the Illinois Center for Nursing was opened in
November of2006 (AACN, 2007). The center is charged to assess the supply and
demand for nurses in Illinois and to develop a strategic plan to guarantee the
improvement of the education, recruitment, and retention of nurses in Illinois (AACN).
Similarly, in January of2007 the Governor and other state officials of Tennessee
implemented a drive that raised 1.4 million dollars necessary to implement a graduate RN
scholarship program needed to educate more bachelor-level nursing students in
Tennessee (AACN).
Nursing schools are also implementing RN shortage strategies that focus on the
extension of student capacities and the RN labor force. In May of 2007 the University of
West Florida was th~ recipient of a donation of $600,000 from Blue Cross and Blue
Shield of Florida, which was matched by the State of Florida (AACN, 2007). The School
ofNursing at the University of Maryland has partnered with the U.S. Army Nurse Corps
to help address the RN faculty shortage. Here up to 8 Army RNs can be used as
undergraduate nursing faculty at no cost to the school (AACN). The School ofNursing
at Johns Hopkins University has partnered with four hospitals from the Greater Baltimore
Metropolitan area. This partnership is utilizing resources from the Maryland Health
Services Cost Review Commission to fund programs and research to develop leadership
and create an environment better suited for effective nursing practice (AACN).
RN shortage strategies have been implemented at the federal level as well. In
2005 the U.S. Secretary of Education designated nursing as an area of national need
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under the Graduate Assistance Areas ofNational Need (GAANN) program within the
Higher Education Act. This designation made funding available to nursing schools
offering Ph.D. programs (AACN, 2006b). The 2007 U.S. federal budget included
funding of multiple programs specifically addressing the RN shortage at levels equal
and/or higher than funding in previous years (AACN). These programs included the
Nursing Workforce Development program ($149.68 million), the Advanced Nursing
Education program ($57.06 million), the Nursing Workforce Diversity program ($16.11
million), the Nurse Education, Practice, and Retention program ($37.29 million), the
Nursing Education Loan Repayment program ($31,06 million), the Nurse Faculty Loan
program ($4.77

million)~

and the National Institute ofNursing Research ($137.34

million) (AACN). In September of2007 the Troops to Nurse Teachers program was
included in the Senate 2008 Department of Defense Authorization bill providing financial
incentives to both retiring and active duty military nurses to become nurse educators at
accredited U.S. schools of nursing (AACN). Also in September of2007, the U.S.
Secretary of Labor announced "a series of investments totaling more than $46 million to
counter health care labor shortages" (U.S. Department of Labor Employment & Training
Administration, 2007).
National multimedia campaigns have been launched in support of the U.S. RN
shortage as well. In February of2002 the Campaign for Nursing's Future was launched
by the Johnson & Johnson Company (Johnson & Johnson, 2002). This program includes
television commercials, a website, brochures, and a recruitment video. Nurses for a
Healthier Tomorrow are a federation of 44 nursing and health care organizations that are
functioning together to enhance interest in the career of nursing (Nurses for a Healthier
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Tomorrow, n. d.). Coalition efforts have included publication ofa website, televised
public service announcements, and distribution of print advertisements.

Critical Care Registered Nursing Shortage
The current shortage ofRNs in the U.S. is most evident in specialty areas of
nursing that require more advanced training and skills to meet the requirements of
patients facing immediately life-threatening illness. (American Association of CriticalCare Nurses, 2002; American Organization ofNurse Executives, 2002; Critical Care
Workforce Partnership, 2007; Finger & Pape, 2002; Hayhurst, Saylor, & Stuenkel, 2005;
Hospital Association of Southern California, 2006). Recent estimates of critical care RN .
shortages indicate shortfalls have reached unprecedented levels (AACN, 2006b; Nugent,
2006). This has resulted in implementation of new strategies to meet the demand. Two
key areas of strategy focus on education practices and the hiring of new graduates into
critical care practice (AACN, 2002; American Organization ofNurse Executives, 2002;
Critical Care Workforce Partnership, 2007; Firiger & Pape, 2002; Hayhurst, Saylor, &
Stuenkel, 2005; Hospital Association of Southern California, 2006).
In 2002 the American Association of Critical-Care Nurses warned that the current

registered nursing shortage in the U.S. ''threatens to decrease access to and undermine
quality health care." This report also noted (AACN) that the shortage was more severe
among specific types of nurses, most "particularly the specialized, highly trained nurses
who staff intensive care units, operating rooms, and emergency rooms." Moreover,
critical care RN vacancy rates were noted to be higher than th~ average RN vacancy rate
nation-wide (AACN). More alarmirig was that this trend was reported to be increasing
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across the entire country. In response the AACN developed the Essentials of Critical
Care Orientation (ECCO) program, which is a web-based interactive program that is
designed to improve and streamline the critical care nurse orientation process to "ensure
that nurses are at the bedside sooner and more appropriately prepared" (AACN).
The American Organization ofNurse Executives released a report in January of
. 2002 describing RN vacancy and turnover rates across the U.S. in 2000. In 693
responding hospitals the average turnover rate for RNs was 21.3% with specialty
hospitals reporting a turnover rate of 25.2% . The highest area of vacancy was noted to
be the critical care RN with a national average vacancy rate of 14.6%, which was even
higher in the South at 16.4%. Vacancy rates among emergency room RNs was reported
to be 13 .6% nation-wide and 15.2% in urban hospitals. As a solution to the shortage, the
majority ofhospitals in the study reported "investing in the education of new nurses"
(AONE, p.1 0) by opening critical care clinical areas to nursing schools and by hiring new
graduates directly into critical care practice environments rather than requiring new RNs
to first prove themselves in non-critical practice.

In February of2007 the Critical Care Workforce Partnership (CCWP) announced
their support for bipartisan legislation that targets the U.S. critical care crisis. The CCWP
is a collaborative effort of leading U.S. critical care professional societies borne of the
larger critical care workforce shortage crisis. The CCWP lobbied hard for the PatientFocused Critical Care Enhancement Act that proposed to authorize $9 million in research
and projects to address the current and future burden of the critical care workforce
shortage (CCWP). The bulk of funds would be directed at identifying best practices and
optimal critical care delivery for incorporation into professional education and practice
26

-

-

--

-

-

-

-

-

-

-

-

-

-

-

-

- -

-

.~

across critical care disciplines (CCWP).
The primary reason cited for higher levels of shortage among critical care RNs in
the U.S. is that it is difficult to recruit nurses into critical care and even harder to retain
them (Finger & Pape, 2002). This is largely because initial training programs can take up
to 6 months to complete and are often followed by as much as 12 additional months of
ongoing orientation training (Finger & Pape). This situation is further exacerbated
because-"the amount of time, personnel, and resources spent on recruiting staff nurses
often takes precedence over the retention of ... nurses already employed by healthcare
facilities and organizations" (Hayhurst, Saylor, & Stuenkel, 2005, p. 283). Because of
this it is difficult to sustain the high levels of positive experience associated with
orientation programs as the honeymoon fades, which is strongly and directly correlated
with RN retention (Finger & Pape). In light of this reality of critical care nursing
orientation, it is not surprising that turnover rates have been reported to be as high as 30%
in highly technical and skilled areas of practice (AONE, 2002).
The critical care nursing shortage is perhaps most palpable in California, which
ranks first among the 50 states in terms of RN deficit (Hospital Association of Southern
California, 2006). Both the hiring of new graduates into critical care practice, which
costs hospitals at least double what it costs to conduct a general RN orientation, and
educational initiatives are being utilized in California to address the shortage. In 2005
Governor Schwarzenegger's administration allocated 90 million dollars over a five-year
period to expand nursing education. Additionally, 62 nursing schools in California
received a total of 19.1 million dollars from hospitals and other private organizations
(HASC) in 2005. And the Hospital Association of Southern California has recommended
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that hospitals focus more on nursing school relationships by using hospital staff to
address the nursing faculty shortage, by working out more clinical sites for students, py
mentoring of nursing students while they are still attending nursing school, and by
discussing ideal shifts and working conditions for new graduates (2006).
As predicted, the critical care RN shortage has continued to worsen and has
reached unprecedented levels in recent years. Although exact figures are not currently
available, it is apparent that a critical care RN vacancy rate in excess of 30% is becoming
more and more common in urban hospitals and ''we do know that the number of requests
for temporary and traveling critical care nurses to fill staffmg gaps has skyrocketed in
every part ofthe U.S." (AACN, 2006b). In an article dedicated to traveling nurses that
was published in May of2006 (Nugent, p. 17), it was reported that "the alarming nursing
shortage and the growing number of individuals requiring intensive care services have
fueled the demand for traveling nurses specializing in critical care." In February of2007
the Critical Care Workforce Partnership warned that "The issues surrounding this
dwindling health-care workforce must be addressed now and for the long term to ensure
that the needs of acutely and critically ill patients can be met, now and in the future."
(p. 2)
As presented at the meeting of the Canadian Association of Critical Care Nurses,
the critical care nursing shortage is also growing to unprecedented levels outside the U.S.
as fewer and fewer nurses are caring for sicker and sicker patients (Fu & Jardine, 2007).
The result has been no relief from the increasing need for novice nurses to rapidly
tran~ition

into critical care environments, most notably the Intensive Care Unit (Messmer,

Jones, & Taylor, 2004). Hospital critical care educators are struggling to meet this
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increasing challenge (Fu & Jardine). It seems clear that "the need for education and
training of competent nurses to care for critically ill patients is imminent" (Fu & Jardin~.
p. 1). Not surprisingly, more and more hospitals are turning to the AACN's web-based
Essentials of Critical Care Orientation program to attract and prepare newly licensed
nurses to work in critical care (AACN, n.d.).

Registered Nursing Shortage Summary
To this point we have examined the depth of the RN shortage, which touches
every RN practice setting and every geographic area ofthe U.S. and beyond. We have
established that the shortage is more pronounced in critical care RN practice and that
effort to deal with the growing crisis focus on nursing education and its administration.
Prior to discussion of the critical care RN professional organization and their efforts to
deal with the critical care RN shortage, further examination of the role and practice of
critical care registered nursing is warranted. Such discussion will provide better insight
into the challenges of nursing education and its administration within the critical care
practice environment.

Critical Care Registered Nursing
Although very sick and complex patients have always existed within the
healthcare continuum, the conception of critical care nursing is relatively contemporary.
This is because relatively recent advances in healthcare and technology have pushed the
complexities of patient care to new levels. As healthcare mechanisms evolved to support
patients, so has the need for continuous monitoring and treatment of patients. During the
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1950s the first intensive care units (ICUs) began to appear in support of very sick patients
whose care required registered nurses to provide continuous, one-to-one care and
monitoring (AACN, 2006b). · Today more than ever critical care nursing requires
specialized knowledge and skills.

Critical Care RNs and Their Patients Defined
The American Association of Critical-Care Nurses (2006b) describes critical care
nursing as "that specialty within nursing that deals specifically with human responses to
life-threatening problems. A critical care nurse is a licensed professional nurse who is
responsible for ensuring that all critically ill patients and their families receive optimal
care." Critically ill patients are considered by the AACN (2006b) to be "at high risk for
actual or potential life-threatening health problems." Moreover, the AACN (2006b)
explains that "the more critically ill the patient, the more likely he/she is to be highly
vulnerable, unstable, and complex, thereby requiring intense and vigilant nursing care."

Criticql Care RNs in the US.
According to the Health and Resources Services Administration (2006), there
were nearly 3 million RNs working in the U.S. in 2004. Of these, about 59% worked
within the hospital setting. Of these hospital-based RNs, 46%, or about 800,000 RNs,
worked primarily in critical care settings such as intensive-care units (ICUs), pediatric
ICUs (PICU), neonatal ICUs (NICU), cardiac care units (CCU), cardiac catheterization
labs, telemetry units, progressive care units, emergency departments (ED), and post
anesthesia care units (PACU). This is a 15% increase from 2002 where just 31% of
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hospital-based RNs worked in critical care settings. The demand for critical care RNs is
increasing rapidly during a worsening RN shortage.

The Critical Care RN JOb
According to the American Association of Critical-Care Nurses, "Critical care
nurses practice in settings where patients require complex assessment, high-intensity
therapies and interventions, and continuous nursing vigilance. Critical care nurses rely
upon a specialized body ofknowledge, skills and experience to provide care to patients
and families and create environments that are healing, humane and caring." (AACN,
2006b) The single largest critical care practice setting for RNs in the U.S. is the Intensive
Care Unit (ICU), which accounts for approximately half of all critical care RN practice
environments (HRSA, n.d.; 2006). Further and in terms of numbers of practicing critical
care RNs, the ICU practice setting is twice the size of the next largest RN critical care
practice environment, which is the Emergency Room (HRSA). Regardless of the
geographic variation of vacancy rates in RN critical care practice settings (HRSA), the
most significant RN critical care orientation program in the U.S. is to the ICU practice
setting.

Critical Care RN Education
Critical care nursing competence is not taught in nursing school in the U.S.,
rather, hospitals and health care organizations are responsible for ensuring this
competence among critical care RN staff (Thomason, 2006; Kirckhoff & Dahl, 2006).

Across the U.S. most organizations achieve this through their own in-house critical care
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RN education and training programs. Typically, a hospital-based nursing education
administrator wiii direct an initial classroom-based training program that is supplemented
and reinforced with a clinical unit-based precepted training program of about 6- 12
weeks or longer depending on the knowledge, skill, and experience of the orienting RN
(Thomason; Kirckhoff & Dahl). These RN critical care orientation training programs are
conducted with the goal of meeting or exceeding the minimum standards of care and
practice established by the authoritative body for the critical care RN community
(Thomason; Kirckhoff & Dahl), which is the Association of American Critical-Care
Registered Nurses (AACN). Following initial orientation, the typical critical care RN
then enters a clinical ladder continuum that requires additional experience and education
to document the RNs progression from novice to expert practitioner (Thomason;
Kirckhoff & Dahl), which according to the AACN requires a minimum of 12 months of
fulltime practice (AACN, 2007).
Although it is not required for critical care RN practice, RNs can become
qualified by the AACN as a Certified Critical-Care Registered Nurse (CCRN). CCRN
certification can be achieved only after completion of l, 750 hours of bedside critical care
RN practice and successful completion of the AACN CCRN examination (AACN,
2006b). Employers prefer to hire CCRN applicants as they have demonstrated a high
level of knowledge within their specialty practice area (AACN) and typically only require
minimal orientation to the specialty practice area (Thomason, 2006; Kirckhoff & Dahl,
2006). However, such hiring practices do nothing to address the diminishing number of
and increasing demand for critical care registered nurses.
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Critical Care RN Practice Outlook
Today' s practicing critical care RN is faced with the challenge of providing safe
care to trusting patients despite a multitude of interfering factors such as personnel
shortages, increased work hours, new therapies and technology, tightening
reimbursement structures, and the ever-changing transformation of systems and
processes, all ofwhichjeopardize patient safety (AACN, 2006; Critical Care Workforce
Partnership, 2007). Although the rapid advances in health care and technology are
keeping more and more people out of hospitals, those that are admitted to hospitals,
particularly those in critical care settings, are more ill than ever before (AACN, CCWP).
This is perhaps most saliently grasped when one realizes that many of the patients that
are admitted to acute care beds today would have been admitted to ICU beds as little as 5
years ago. Moreover, many of the patients admitted to the ICU today would not have
survived 5 years ago (AACN, CCWP). What this means is critical care RN practice is
expected to keep up with the latest developments and skills as the minimum standards of
care grow increasingly more complex as new technologies and treatments are introduced.
Critical care nurses are required to be comfortable with a wide variety of
technology and their use in the critical care practice setting (AACN, 2006b, CCWP,
2007). For example, such technology includes hemodynamic and cardiac monitoring
systems, mechanical ventilation systems, intra-aortic balloon pumps, ventricular
assistance devices, continuous renal replacement equipment, extracorporeal mechanical
oxygenation systems, as well as many other advanced life support devices and
equipment. The training for the use of this equipment is provided through a system of

hospital-based in-services, manufacturer training, and many hours of education with
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experienced operators who serve as preceptors (Thomason, 2006; Kirckhoff & Dahl,
2006). Annual continuing education is required by most states in the U.S. and by many
employers in effort to ensure continuing critical care nursing staff competence in keeping
with the standards of care established by the AACN (Thomason; Kirckhoff & Dahl).

American Association of Critical-Care Nurses
RN professional associations are the primary vehicle in the promulgation of legal
and regulatory standards of care to members of the respective specialty or community of
practice (Milazzo, 2005). The professional association for the practice community of
critical care nursing is the American Association of Critical-Care Nurses (AACN). The
AACN, like most RN professional associations, periodically updates and issues written
statements of the standards of care (see APPENDIX A). These statements articulate the
minimum standards of care to which the critical care nurse is held (Milazzo, 2005). In
summary, the AACN sets the standards of care to which the practice of critical care
nursing is held.

AACN Background
Prior to the establishment of the AACN and during the 1950s, the first critical
care units were established in the U.S. in an effort to better care for critically ill patients
(AACN, 2007). Dramatic improvements in survival rates of critically ill patients soon
followed. By the 1960s such successes resulted in significantly heightened demand for
critical care units and nurses to care for critically ill patients (AACN). In 1969 the
AACN was established and today is the largest nursing specialty organization in the
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world representing well over one-half million U.S. RNs (AACN, 2007).

AACN Purpose and Goals
The stated purpose of the AACN is "to promote the health and welfare of patients
experiencing acute and critical illness or injury by advancing the art and science of acute
and critical care nursing and promoting environments that facilitate comprehensive
professional nursing practice." (AACN, 2007. p. 1) The AACN has also articulated 5
primary goals (2007), which are to:
1. Provide leadership and leadership development within acute and critical care
nursmg.
2. Demonstrate responsiveness to issues and concerns raised by our members or
other interested parties.
3. Promote means to enhance affiliation and support networks for our members and
colleagues.
4. Operate effectively and efficiently with respect to human and fmancial resources.
5. Provide value and quality in all programs, activities, and products.

To achieve these goals and to serve their purpose, the AACN has organized its activities
into eight functional areas. These areas include Education, Health Policy, Chapters,
Standards, the Beacon A ward, Certification, Research, and Journals. A brief overview of
each follows .
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Education
According to the AACN (2007), education is a priority. The AACN (2007, p.l)
believes professional education is required to help "critical care nurses stay up-to-date in
technology and treatment techniques, [while] never forgetting the importance of personal
concerns." The AACN offers a full palate of educational opportunities through a variety
of products, local and regional seminars, and national conferences (AACN). And the
AACN E-Learning Program offers "quality web-based educational courses that are cost
effective, easy to use and available 24/7." (2007, p.l) The available web-based programs
include the Essentials of Critical Care Orientation (ECCO), Basic ECG Interpretation,
and the Essentials of Nurse Manager Orientation programs (AACN).

Health Policy
According to the AACN (2007, p.l), the organization "serves as a conduit of
vital, timely information between acute and critical care nurses and government officials
at all times." The AACN endeavors to influence and shape health policy in many ways.
The AACN (2007, p.l) is active in "developing its own position statements on a variety
of issues" impacting critical care practice. The AACN (2007, p.l) also "works within
healthcare coalitions to support legislative efforts and to bring attention at the national
level to issues important to acute and critical care nurses, nursing and the healthcare
system." Moreover, the AACN (2007, p.2) "participates in national forums that shape
health policy, care delivery and environments where nurses work and patients are cared
for."
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Chapters
Per the AACN (2007, p.2), local AACN chapters " ... bring critical care nursing
to the community." In a variety of ways local AACN chapters also" ... provide the
opportunity for nurses to .directly affect their profession at the local level." (p.2)
Recruitment of new nursing professionals is a critical chapter activity (AACN). The
planning and execution of local programs of interest is another key chapter activity.
Community events including Cardio-Pulmonary Resuscitation classes and health fairs
and school career days are also particularly salient local chapter activities (AACN).

Standards of Care
"The AACN is a leader in setting the standards for acute and critical care
nursing." (AACN, 2007, p.2) The AACN publication "Standards of Acute and Critical
Care Nursing" is a widely used tool employed by nursing school and hospitals to educate
RNs and regulate practice (AACN). APPENDIX A contains the AACN's "Standards of
Care for Acute and Critical Care Nursing Practice." Further, the AACN molds critical
care practice through their Protocols for Practice (AACN). These protocols provide
state-of-the-art research concerning evidence-based guidelines addressing " ... key
aspects of care for acutely and critically ill patients ... " (p.2).

Beacon Award
According to the AACN (2007, p.2) "the Beacon Award for Critical Care
Excellence recognizes and acclaims acute and critical care nursing units that achieve
highest-quality outcomes. It also provides mechanisms for individual units to measure
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progress against evidence-based, national criteria for excellence, learn and refme
processes and be heralded for their achievements." The metrics the Beacon Award
considers includes nurse recruitment and retentio~ staff training, patient outcomes,
healthy work environments, leadership, and evidence-based practice and research
(AACN). The Beacon Award can be awarded twice each year.

Certification
The AACN Certification Corporation develops and administers rigorous acute
and critical care certification and subspecialty examinations (AACN, 2007). The AACN
maintains that the "certification process provides a mechanism for acute and critical care
nurses to validate their knowledge of acute and critical care nursing." (p. 2) The
examinations are computer-based or paper-and-pencil and readily available at testing
facilities nation wide (AACN). The certification and subspecialty exams are "open to
nurses who meet the eligibility requirements, which include a specified period of clinical
practice in the role being tested." (p. 2) According to the AACN (2007) their
examinations "have been demonstrated to be legally defensible and psychometrically
sound indicators of mastery of the knowledge, skills and abilities to practice effectively
as a bedside critical care nurse, progressive care nurse, clinical nurse specialist in acute or
critical care or a cardiac subspecialty nurse." (p.2)

Research
The AACN (2007, p.2) purports to invest" ... in the future by supporting nursing

research." The AACN makes good on this by awarding grants in support of research
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pertinent to the acute and critical nursing care of patients and their families. According to
the AACN (2007) grants typically range from $500 to $35,000 and may be bestowed for
" ... direct research by an experienced researcher, development of novice researchers
and research utilization." (p. 2) Further, the AACN also sponsors national-level research
programs occurring at multiple facilities (2007).

Journals
It is the position of the AACN (2007, p. 3) that their journals" . . . are an

invaluable resource." It is common knowledge that the AACN is a nationally recognized
source of information concerning acute and critical care nursing practice. The American

Journal of Critical Care is a peer-reviewed, scientific research journal. The Critical
Care Nurse is a publication containing "up-to-date clinical information directly useful to
nurses at the bedside as well as timely coverage of other important issues affecting acute
and critical care nursing." (AACN, p.3) Quarterly, the AACN offers publication of

AACN Advanced Critical Care. This journal is purported (AACN, p.3) to feature
"content for experienced critical care nurses, clinical nurse specialists, case managers,
academic and clinical educators ap.d advanced practice nurses."

AACN Summary
Having better located the AACN in terms of their multifaceted strategy to achieve
their goals in fulfillment of their purpose, one can now more fully appreciate their
influence on U.S. critical care RN practice. We have established that the AACN sets and
maintains the standards of critical care nursing in the U.S. through a combination of
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educational, political, advocacy, and funding of professional research and its
consumption activities. Next we will examine the literature of the Essentials of Critical
Care Orientation. The ECCO program is a web-based educational product distributed by
the AACN in an effort to mitigate some ofthe challenges of the critical care nursing
shortage (AACN, n. d.; 2002; 2006a; 2007).

Essentials of Critical Care Orientation
According to the AACN (2002), the ECCO program is "a web-based interactivt?
program that is designed to improve and streamline the critical care nurse orientation
process to ensure that nurses are at the bedside sooner and more appropriately prepared."
Since its inception, the ECCO program has been rapidly adopted by health care
organizations and is wide-spread in use. To date, the ECCO program is in use in over
700 hospitals across all geographic areas of the U.S. as well as in several other countries
such as Japan and Canada (C. Cuaresma, personal communication, September 17, 2007;
AACN, n.d.). The ECCO is reported to be widely popular largely due to the advantages
of web-based instruction such as flexibility, convenience, ease of use, and personnel
resource advantages (AACN, n.d.; 2002; 2003a; 2003b; 2003c; 2003e; 2003f; 2003g;
2003h; 2003j; 2004a; 2004b; 2004c; 2006a; 2007; Berke & Wiseman, 2003; Brady,
Molzen, Grahm & O'Neill, 2006; Davidson, 2006; Doughty, 2003; Giordono & Tyler,
2003; Graham, 2006; McLeod Health, 2006; Phelan, 2003;

Wise~an,

2003; Wood,

2003). Prior to examination of the literature that reaches the conclusion that the ECCO
program is effective in countering some of the challenges of the critical care nursing
shortage crisis, review will tum towards description of the ECCO program so as to better
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locate the available literature related to its effect on learning and instruction.

ECCO Program Description
According to the AACN (2003a) the Essentials of Critical Care Orientation
(ECCO) program, which is only available from the AACN, is a new tool that teaches the
basics of critical care nursing. The ECCO program was released in August of 2002 as a
"first of its kind internet-based ... interactive and self-paced program focusing on the
fundamental knowledge needed for a nurse's orientation to the care of critically ill
patients." (2003a) The ECCO is intended "to orient novice nurses to critical care practice
more efficiently and expediently in a consistent way across clinical units and hospitals
nationwide." (2003a) The AACN (n.d.; 2003a, 2003d, 2006a, 2007) also describes the
ECCO program as being web-based, interactive, self-paced, and "rich with content and
graphics to fully orient a new nurse to the fundamental elements of critical care." (2003a)
ECCO 1.0, the first version ofthe ECCO program, was originally arranged into
eight separate modules, each with multiple lessons, and included an introduction to
critical care nursing. More specifically, there was an introductory module, seven single
body-system modules, and an eighth module with emphasis on the body as a complex
multi-system (AACN, n.d.; 2003b, 2006a, 2007). ECCO 2.0 was released in the Spring
of 2008 and currently includes 10 modules composed of a more in-depth introductory
module and a module dedicated to various hemodynamic monitoring techniques. Selfassessments are located throughout the program to "check for concept comprehension
while modular exams ensure mastery of information." (AACN, 2003d) Additionally,
successful completion of the ECCO affords more than 60 hours of Continuing Nursing
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Education credit (2007).
The ECCO program has also been described by the AACN to have additional
advantages to both the administrator and learner. For example, easy access allows the
student to "set their own pace for learning" (2006a) while accessing the courses "from
any web-connected computer, in any location, at any time ... for up to one year as
needed." (2006a) The online format is updated frequently, which allows the AACN to
"ensure that learners are receiving the latest information and techniques with regular
updates and revisions." (2006a) The online format is reported to be cost-effective and
time-efficient as it "frees educators to focus on applied clinical training using a blended
learning approach ... [where] learners can start at any time, without concern for
classroom or educator availability." (2006a) The ECCO has easy-to-use tracking features
that score modular exams to "indicate comprehension level . .. to pinpoint specific
learning needs ... [and] chart individual progress, making it easy to manage multiple
learners and teams." (2006a) Additionally, each module "includes notebooks with
objectives, outlines, [and] glossaries ... for offline reference, supplementary material,
self-tests, and practical tips." (2006a) By all accounts of the AACN, the ECCO seems
well poised to offer a robust critical care nursing orientation program that maximizes
advantages of web-based instruction in support of nursing educational administrators,
teachers, and learners. The available literature of those that have used the ECCO
program as administrators, educators, and learners overwhelmingly agree.
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ECCO Program Literature
In the initial review ofECCO program literature, it was supposed that literature
could be sorted in a manner similar to that of other documented innovative educational
treatments. That is, literature could perhaps be usefully separated into the two broad
categories of descriptive cases studies and studies of student achievement. However,
after extensive review it became apparent that the ECCO program literature is composed
virtually entirely of descriptive case studies. However, after further review and
reflection, it was realized that ECCO program literature could be usefully organized in a
manner consistent with what most agree are the major activities of the instructional
process (Dick, Carey & Carey, 2004; Gagne, Wagner, Golas, & Keller, 2004; Morison,
Ross & Kemp, 2004; Smith & Regan, 2005). The descriptive case studies of the ECCO
program yield insight into the decisions ofthe nursing educational administrators who
have adopted the ECCO program when the literature is arranged in terms of instructional
goal, instructional strategy, and instructional evaluation, which form the framework of
the immediately proceeding portion of review.

ECCO Instructional Goal
The AACN has made specific statements with respect to the instructional goal of
the ECCO program. These include "to improve and streamline the critical care nurse
orientation process to ensure that nurses are at the bedside sooner and more appropriately
prepared" (2002) in a more "cost-effective and time-efficient" manner (2006a); "to orient
novice nurses to critical care practice more efficiently and expediently in a consistent
way across clinical units and hospitals nationwide" (2003a); to teach "the fundamental
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knowledge needed for a nurse's orientation to the care of critically ill patients" (2003a); ·
and "to teach the basics of critical care [nursing]." (2003d) Put another way, the
instructional goal of the ECCO is to provide a cost-effective, efficient, and standardized
program of instruction in satisfaction of the minimum competence requirements of the
new to critical care practice RN. Achievement of the components of this goal is almost
universally reported within the literature (AACN, 2003e; 2003g; 2003h; 2003j; 2004a;
2004c; Brady, Molzen, Grahm & O'Neill, 2006; Davidson, 2006; Doughty, 2003; Phelan,
2003; Wood, 2003; Wiseman, 2003).
A study described by Brady, Molzen, Grahm, and O'Neill (2006) reported
achievement of the ECCO instructional goal. They found ECCO instruction to be
"consistent with national standards for critical care." (p. 232) These authors also reported
that the ECCO "enables managers to fill open positions more quickly, potentially
decreasing registry, traveling nurse, and overtime costs." It was also reported to
"decrease individual hospital administrative and support costs" (p. 234). This study also
found that clinical educator time was used "more efficiently by focusing on teaching
critical content." (p. 234)
In 2006 an entire issue of the journal Critical Care Nursing Quarterly was
dedicated exclusively to critical care orientation. In the forward the editor found that the
ECCO does "standardize essential elemental learning and allow you to start up new staff
at any time." (Davidson, 2006, p.l79) An article by Wiseman (2003) reported the ECCO
is considered to be the "gold standard" (p. 81) of critical care information that allows
hospitals to "cut costs and maintain effective patient care provided by clinicians
[because] people don't have to wait for an orientation course several weeks or months in
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the future." (p. 81) Brady, Molzen, Grahm, and O'Neill (2006) also found achievement
of goals reporting that the ECCO "optimizes hiring and training flexibility, is costeffective ... and frees the nurse educator for other responsibilities." (p.232)
A presentation at the 2003 National Teaching Institute and Critical Care
Exposition (AACN, 2003e) reported that the ECCO was selected and utilized because
"the nature of critically ill people is that anything can happen ... a patient can really go
beyond the presenting problem, and we want to be sure our nurses are fully prepared." It
was felt that this " ... goes a long way to ensuring a common standard of care." The
goal of cost-effectiveness was reported in a case study ofECCO implementation at a
University of California medical center (AACN, 2003g). Here if was determined that
"using the ECCO in the initial orientation would save $503" when compared to current
practices. Further, it was reported that over the course of a year "the savings accrued per
orientation would be approximately $20,000 if no employees left [their jobs]." It was
also found (2003g) that the ECCO allowed organizations "to fill vacancies sooner and
eliminate contract labor, which costs more than hiring new graduates."
A study of a hospital in Connecticut demonstrated achievement of the costeffective and efficiency goals using the ECCO (AACN, 2003h). It was reported that "as
a result, managers can fill vacancies sooner and more frequently." It was also found that
the ECCO helped educators make better use of their time, which gave them more
opportunity to be at the bedside to reinforce concepts. It was felt that this was a more
efficient use of clinical educator time "rather than spending time on the administrative
piece."
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The case study of a medical corporation composed of eleven hospitals reported
that because they ''wanted to standardize their educational curriculum, [they] looked to
[the] AACN's Essentials of Critical Care Orientation as one way to accomplish this."
(AACN, 2003j) The clinical nursing educator at the first hospital of this corporation that
adopted the ECCO reported "it allowed me to spend more time on hospital-specific
procedures and equipment and less time on lectures." Further, this nursing educator
stated that she «spent a lot less time preparing for the course, because the content in the
ECCO program is so thorough." (2003j)
Nursing educational administrators from a community college that partnered with
several area hospitals in Florida reported satisfaction with the instructional goals of the
ECCO (AACN, 2004a). This group realized that "the critical care education offered
could be standardized while reducing the workload on each educator." They also found
that the ECCO increased "the clinician's time at the bedside .. . [by] minimizing it in the
classroom." The group agreed that such efficiencies would prove cost-effective because
the ECCO "allowed the participating hospitals to offer training more frequently than in
the past." (2004a)
A case study of a New Hampshire hospital described satisfaction with the
efficiency and cost-effective aspects ofthe instructional goal ofthe ECCO (AACN,
2004c). Here a nursing educational administrator and two nursing educators reported that
"using ECCO helped us hire people right when we needed them, rather than waiting or
missing the opportunity to hire a desired nurse." These nurses felt this was because "we
can offer immediate learning for the nurse to work in the role hired for." (2004c)
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A case study of a federal hospital in metropolitan Florida reported support for the
instructional goals of the ECCO (Wood, 2003). It was reported that improvements in
efficiency that allowed new hires to start immediately were appreciated because "if
nurses came to us from another facility and needed to be enrolled in the course before
they could get into the unit and the course wasn't offered for six months, they'd leave and
go to another hospital." Cost-effectiveness was also reported when it was found that "it
co~t

$3,000 less to do this than the initial course we gave them .... [and that]

administrators believe it will save educators time and money." And the standardized
curriculum was valued as "it allowed new hires to consistently train with the latest
information .... really setting the bar in terms of standardizing orientation education."
Moreover, it was reported that "the AACN sends monthly updates and annually reviews
all the materials to ensure that the program teaches accepted standards of care [that] lets
you have all nurses learning and working by the same standards." (2003)
Nursing administrators, educators, and learners at Navy Hospitals in both Japan
and California were also among those who reported ECCO goal achievement (Doughty,
2003). In this case study it was reported that "nurses get economical, required training
[that is] considered a gold standard of critical care information." In another case study of
a Connecticut hospital that adopted the ECCO (Phelan, 2003), the goals of efficiency,
standardization, and cost-effectiveness were reported to be achieved. Here it was
reported that nursing educators felt ''the ECCO provides evidence-based standardized
content [that nurses] can start immediately upon entering the unit." (2003)
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ECCO Instructional Strategy
The AACN has also made specific statements with respect to the instructional
strategy of the ECCO program. These are composed of organizational, delivery,
management, and content strategies and describes the ECCO program as "an internetbased ... interactive and self-paced program" (ACCN 2003a); useful "across clinical
units and hospitals nationwide" (2003a); "rich with content and graphics" (2003a);
arranged into nine separate modules based on body systems, each with multiple lessons
(n.d.; 2003b, 2006a, 2007); where learners "set their own pace for learning while
accessing the courses from any web-connected computer, in any location, at any time ...
for up to one year as needed" (2006a); ensuring that "learners are receiving the latest
information and techniques with regular updates and revisions" (2006a); allowing
"educators to focus on applied clinical training using a blended learning approach ...
[where] learners can start at any time, without concern for classroom or educator
availability .... [with] "easy-to-use tracking features" (2006a); "making it easy to
manage multiple learners and teams" (2006a); and including "notebooks with objectives,
outlines, glossaries ... (and] "downloadable documents for offline reference,
supplementary material, self-tests, and practical tips." (2006a) Put another way, the
instructional strategy of the ECCO is to provide a universal, flexible, body-systems based
critical care RN orientation curriculum of instruction that is up-to-date, intuitive, webbased, rich in interactive content, and includes easy and efficient backend management
features. Here again achievement of this strategy is reported almost unanimously within
the literature (AACN, 2003b; 2003c; 2003e; 2003f; 2003g; 2003h; 2003j; 2004b; 2004c;
Brady, Molzen, Grahm & O'Neill, 2006; Doughty, 2003; Giordono & Tyler, 2003;

48

Gralun, 2006; McLeod Health, 2006; Phelan, 2003; Wiseman, 2003; Wood, 2003).
Brady, Molzen, Gralun, and O'Neill (2006) found achievement of ECCO
strategies and reported that the ECCO "allows the participant flexibility in scheduling
learning sessions." (p.232) Graham (2006) reported that "one clinical nurse educator
raved about the flexibility of the ECCO program and stated that she loved it." (p. 211)
Navy nurses at the Naval Hospital in Yokosuka Japan found "the flexibility of the
program is first rate." (Giordano & Tyler, 2003) Nursing administrators and educators at
a hospital in Great Falls,.Montana also enjoyed ECCO flexibility and reported that "the
just-in-time delivery method was a major draw . .. [because of] the need to be able to
provide a critical care education foundation to newly hired nurses without having to wait
for a class to be available." (AACN, 2003b)
Wiseman (2003), an education resource specialist with the AACN, reported
achievement of several of the ECCO instructional strategies in her description of her
clients' experiences with the product. She found that "nurses can get economical,
required training that is available at a time of their choosing ... . [and that] the ECCO
consists of content modules presented in a body systems approach." (p. 81) Wiseman
also reported that "the ECCO can enable nurse managers and educators to track users'
progress through every module and review a variety of reports." (p. 81) Further,
Wiseman added that "content is continually reviewed and updated by the American
Association of Critical-Care Nurses." (p.81)
A case study at a hospital in Minnesota supported achievement of several
instructional strategies of the ECCO (AACN, 2003c). Here a nursing educator reported
that "once we got to know the ECCO, we realized this program offered the foundational
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information each orientee needed while.addressing the more difficult pieces to teach
(such as the oxyhemoglobin dissociation curve) with graphics and animation thp.t made
these concepts clear." She also reported finding the full year of access particularly useful
as "when orientees don't see a particular type of patient until six months after orientation,
they can quickly get back into the program and review the information prior to working
with that patient." Another strategy that was appreciated was the flexibility afforded
students "to take on complex concepts of critical care at their own pace." (2003c)
In 2003 a presentation was given at the National Teaching Institute and Critical
Care Exposition where nursing administrators and educators extolled successful
instructional strategies of the ECCO (AACN, 2003e). Here it was found that ''with the
ECCO program, when a person is ready to progress to the next level of content, they
move on." Moreover, it was reported that "educators don't have to ask nurses to come
back to work on a day off or to stay awake all day after working all night to participate in
an orientation class." Flexibility was also appreciated as "educators could tailor the
.education to meet each individual nurse's needs." Universal application was also
appreciated when it was "determined the breadth of content would be useful for
achieving our goal of consistent orientation in a variable environment." And ECCO
program administration features were found to be "a useful tool for keeping us informed
[of student progress J." (2003e)
A case study of a metropolitan Florida hospital's implementation of the ECCO
found that "students can use the program anytime, including at home." (AACN, 2003f) It
was also found that the ECCO "content is not only clear, consistent, systematic and easy
to understand, but [it is] also at an appropriate level for a new critical care nurse." A case
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study at a University of California medical center determined that the ECCO "method of
education will be similar to what [new nurses] are jus.t leaving in the school environment,
so they're comfortable and encouraged by this kind ofleaming.'' (AACN, 2003g)
A case study at a Connecticut hospital valued aspects of the ECCO instructional
strategy (AACN, 2003h). Here it was reported that using the ECCO allowed newly hired
nurses to begin their education immediately "instead of having to wait for the quarterly
offering." It was also found that the ECCO had "enabled the hospital to offer the course
to [clinical nursing] units that were not originally included in the curriculum [that was
replaced]." It was also reported that because "disease process and related nursing care
cross many units . .. most modules are relevant irrespective of unit." (2003h)
The case study of a medical corporation composed of eleven hospitals reported
satisfaction with the flexibility of the ECCO (AACN, 2003j). Here it was reported that
"having the nurses work at the bedside at the same time they were taking class was
beneficial." This study also found that "even though the ECCO is standardizing the
orientation curriculum, it' s also flexible enough to meet each hospital' s own needs." A
clinical nurse educator at the first hospital of this corporation to adopt the ECCO reported
"orientees liked advancing through the content at their own pace." This educator also
stated "both a new grad[uate] and a seasoned I CU nurse can benefit from using the
ECCO . .. (because] the material may be new or may reinforce already known concepts
to achieve further understanding." (2003j)
In February of 2004 students from a Florida consortium using the ECCO reported
satisfaction with ECCO strategies (AACN, 2004b). Their comments included "it kept me
on track and used more senses, vision, hearing and reading to enhance learning."
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Administrators of this consortium also voiced strategic satisfaction. It was reported that
"reviewing the results of module exams e~c;tbles the educators to quickly identify a
student's specific learning needs." (2004b)
In a case study of a New Hampshire hospital that adopted the ECCO, satisfaction
with particular aspects of the instructional strategies was described (AACN, 2004c). The
Director ofNursing Education " liked the adaptability inherent within the ECCO program
for hospitals using it in more than one type of unit." The Clinical Nurse Specialist and
Clinical Nurse Educator here also agreed and stated, "The order of content can be
specific to the type of patients seen in a particular unit." Moreover, all agreed that the
ECCO is flexible for students adding that "two feet of snow and subzero temperatures
have no impact on accessing the program and learning." (2004c)
In a case study of the ECCO at a federal health care facility in Florida (Wood,
2003) the strategies of flexibility, intuition, and content-rich interactivity were
appreciated. It was reported that "the wonderful thing about this program is the
flexibility" (p. 81 ), which allowed the ECCO to be used for both orientation and refresher
training as well as provided the freedom to "do it at home and progress at his or her own
pace." (p. 81) Here most ECCO users "found its point-and-click format easy to use." (p.
81) And others valued the richness of content that, for example, included "actually
listening to heart or lung sounds associated with certain conditions." (p. 81)
Navy Nurse Corps administrators, educators, and learners in Japan and California
have reported satisfaction with strategies of the ECCO (Doughty, 2003). It was reported
that the "program flexibility helps in a big way in developing orientation packets that can

be tailored to the needs of the unit .... [and that] they can do [it] at a time of their
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choosing." Navy nurses also appreciated that the ECCO "is continually reviewed and
updated by the American Association of Critical-Care Nursing." (2003)
In another case study of a Connecticut hospital that adopted the ECCO, the

instructional strategy was appreciated (Phelan, 2003). It was reported that "The ECCO
program's 24/7 availability allows flexibility in scheduling content review over all
shifts." Flexibility was also appreciated when it was reported that "because it is selfpaced, nurses can control the speed and sequence of the information." The ECCO also
reportedly gave administrators and educators "the ability to monitor each orientee' s
progress online" as well as "saved hours oflesson planning." (2003)
A case study report of a South Carolina hospital also found success in
achievement of the strategies of the ECCO (McLeod Health, 2006). Here it was reported
that the ECCO program "can be done anytime, anywhere as long as the learner has a
computer and on-line capabilities." The ECCO was also described as being organized
according to body systems and allowed the student access to the program for an entire
year. Nursing management and educators also reported that the ECCO allowed them to
"monitor each student's progress and [it] provides necessary reports about test scores and
time spent on each module." (2006)

ECCO Instructional Evaluation
The AACN has also made specific statements with respect to the instructional
evaluation of the ECCO program. These include that self-assessments are located
throughout the program to "check for concept comprehension while modular exams

ensure mastery of infonnation" (2003g); that the ECCO is updated frequently so the
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AACN can "ensure that learners are receiving the latest information and techniques with
regular updates and revisions" (2006a, p. 2); and the use of self-scoring modular exams to
"indicate comprehension level." (2006a, p. 2) In other words, the instructional evaluation
of the ECCO is based on the use of formative self-assessment, summative modular
assessment, and revision of instruction to achieve content mastery. Here again, the
literature almost unanimously supports the statements of the AACN regarding the
instructional evaluation of the ECCO (AACN, 2003e; 2003g; 2003h; 2003i; 2004b;
2004c; McLeod Health, 2006; Phelan, 2003; Wiseman, 2003; Wood, 2003).
Presenters at the 2003 National Teaching Institute and Critical Care Exposition
supported aspects ofthe instructional evaluation of the ECCO by reporting that "having
everything online means changes can be quickly posted to the program." (AACN, 2003e)
Nursing educators in a University of California medical center case study reported "the
pre- and post-test mechanisms" of the ECCO were a useful ''way to measure learning."
(AACN, 2003g) Here it was found that students average between 30% and 50% on the
pre-test and in the 80% range on the post-test." A hospital in Connecticut reported that
"the testing feature is excellent [because it] frees the educator from doing paper-andpencil correction." (AACN, 2003h)

A nursing educational administrator of a health system in New York found that
using the ECCO "the nurse gets to see exactly what they got wrong at the moment the
test is submitted, rather than a week later ... which enables me to correct their thinking
right away." (AACN, 2003i) This nurse educator also appreciated "randomization oftest
questions" and felt because the product came from the AACN she "knew the program
would be of high quality and the materials and development would be excellent." (2003i)
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Wiseman (2003, p. 81) found that the ECCO includes "accompanying examinations that
verify a nurse's levelpf ~o.n.cept mastery." McLeod Health (2006) reported that students
can "review information as needed" and that the ECCO helps educators to pinpoint
"where the student may need extra help."
In February of2004 (AACN, 2004b) nursing educational administrators from a
Florida consortium using the ECCO reported satisfaction with aspects of ECCO
instructional evaluation. Specifically, summative evaluation and content mastery were
appreciated. These educators and administrators reported that review of the "results of
module exams enables the educators to quickly identify a student's specific learning
needs." In May of2004 administrators and educators at a hospital in New Hampshire
reported satisfaction with the feedback and corrective aspects of instructional evaluation
where "students can revisit the learning environment" (AACN, 2004c) as often as
necessary to achieve or refresh mastery.
Nursing educators at a federal hospital in Miami reported satisfaction in the use of
formative and summative evaluations in achieving content mastery (Wood, 2003). Here
it was reported that "instructors can monitor how quickly and how well nurses score on
the tests and intervene as needed." One educator claimed "the good thing is they cannot
get to the end and not be doing well [because] they have to pass each module before they
can progress." (2003) Moreover, she reported that orienting nurses "can go back and
review material, listen to heart or lung sounds associated with certain conditions, and
review the answers to any test question they missed with a preceptor." (2003)
In another case study of a Connecticut hospital that adopted the ECCO,
assessment and mastery aspects of instructional evaluation were reported to be valued
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(Phelan, 2003). Educators reported the ECCO allowed them to ''view results to identify
weaknesses . .. to address individual needs." (2003) Additionally, it was reported that
learners can "review content as many times as they need" (2003) to achieve mastery.
Further, it was found that "modular exams provide immediate test results and references
the appropriate pages for review." (2003)

Other ECCO Literature

Not all aspects of the literature addressed the instructional goal, strategy, and
evaluation of the ECCO. A few other issues that warrant mention were raised. Davidson
(2006), Graham (2006), and Peterson and Van Buren (2006) all advised ofthe challenges
of successfully implementing a program of online nursing education. And a single study
was located that very briefly reported on student achievement (AACN, 2003j).
Davidson (2006) advised readers of some ofthe challenges of implementing a
hospital-based online nursing education program. These included that ensuring a quiet
area for computer access can be difficult within a hospital. Interaction with a live
instructor when questions arise may also be a challenge. And calculations of cost should
include hours needed to tailor the program to local needs.
Graham also identified important challenges (2006). She warned that although it
may be tempting to adopt the ECCO program as a reputable alternative from the AACN
for the cost savings alone, it is simply not all-inclusive. Graham reported that there are
regional and technological treatment advances that are not universally accepted and
require additional education beyond the ECCO. Graham also added that based on student
feedback it was, however, possible for some hospitals to determine the benefits oflive
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classroom instruction "outweigh the benefits of online education ... with ECCO." (2006,
p. 211) Graham found that several hospitals

in San Diego would likely not have reached

such a conclusion if they had heeded the AACN's recommendation to implement the
ECCO as part of a blended learning approach rather than as a stand-alone orientation
program.
Peterson and Van Buren (2006) discovered challenges following three years of
experience utilizing the ECCO program. Here it was found that spending extended
periods of time, such as more than four hours, in front of a computer is a challenge most
especially salient in nurses not already computer skilled, which tended to be older nurses.
Further, it was reported that an absence of face-to-face instructor access when problems
develop that the student is not of capable of solving on their own may arise, especially
later in the orientation process. Moreover it was reported that because of the largely
unique character of an online program, at least one administrator will face a significant
increase of workload in support of back-end management ofthe ECCO, especially if the
organization does not already have robust information technology experience or support.
And keeping procrastinators on track was reported to be mote challenging when one
realizes that instructor face-time is dramatically reduced with ECCO utilization.
In the only study found to include specific statements related to study of student
achievement, it was reported (AACN 2003j) that an Arizona hospital found use of the
ECCO was beneficial when compared with their traditional program. According to this
report "orientees were given the Basic Knowledge Assessment Tool (BKAT) before and
after using ECCO as a ·way to measure whether learning took place." (2003j) Results
were that while not all students achieved a score of 80%, "all test takers saw an increase
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in their score" (2003j). It is warranted to note that the above quotes were taken from both
of the sentences within this study that addressed student achievement, which were not
comparative.

ECCO Literature Conclusions
After review of the available ECCO program literature, the interests ofthose
reporting become clear. The majority of reported interest was for the instructional
strategies of the ECCO program. The next largest reported interest was for the
instructional goals of the ECCO program. The area of least interest among those
reporting use of the ECCO program was for the instructional evaluation of the ECCO
program. Moreover, it is apparent that the basis of report within the area of least reported
interest rests almost entirely on the assumption that the product vendor has ensured the
efficacy of instruction. It is the instant author's opinion that such assumptions ignore a
clear conflic~ of interest. This is not to be misconstrued so as to suggest that the .AACN
warrants the level of skepticism afforded an unsavory used car salesman. Rather, it is the
instant author's position that in the days of ever-increasing demand for critical care
nursing orientation the need for thorough instructional evaluation has never been more
critical. It is not enough for the instructional evaluation of the ECCO to remain the area
of least concern, virtually entirely descriptive, and based wholly on assumption.
The two largest areas of concern within the available ECCO program literature do
well in answer to the instructional questions of what do you teach to whom, and how do
you teach it. However, the answer to the instructional question of how do we know that
we've taught it well is only superficially addressed on the basis of assumption within a
58

minority ofECCO literature. To more thoroughly answer this heretofore unsatisfactorily
answered question, one does well to use the normative theory on which such design of
instruction rests. Although it is only rarely intimated within the ECCO literature, it is the
concept known as mastery learning and instruction that provides the theoretical basis of
the essentialist nature of nursing education and the ECCO program ofinstruction. Neverthe-less, instructional evaluation of the ECCO remains as the area of least concern within
the literature nor have these rare statements fallen within a recognizable or stated theory
of instruction. This review will now focus briefly on the theory of mastery learning and
instruction.

Mastery Learning and Instruction
This portion of the review of lit~rature focuses on the theory of mastery learning
and instruction. Review will begin with a brief history and description of mastery
learning and instruction. This will be followed by a discussion of mastery learning and
instruction. Next follows a review of selected literature of mastery learning and
instruction related to student achievement. Lastly, mastery learning and instructional
design will be located within critical care nursing education and the critical care RN
shortage.

A BriefHistory ofMastery Learning and Instruction
The foundation for mastery learning and instruction was established in 1954 by a
group of concerned educators lead by Bloom (1956). Following a series of conferences
from 1943 to 1953 a taxonomy of educational objectives was studied and developed and
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has become to be known as Bloom's Taxonomy. Bloom's Taxonomy is hierarchical,
which is to say learning at higher levels is dependant on and requires learning at lower
levels (Bloom, 1956; Orlich, Harder, Callahan, Trevisian, & Brown, 2004). Although
there is some debate as to the sequential requirement for higher levels of the taxonomy,
the consensus is that the first three levels are hierarchical and that higher levels may be
parallel and/or sequential (Driscoll, 2004; Orlich et al, 2004; Smith & Regan, 2005). It is
also established that transfer of education and training to real life problems and situations
requires cognitive outcomes of at least level 3, which is termed Application, or higher
(Bloom, 1968; Bloom et al, 1956; Driscoll, 2004; Orlich et al, 2004; Smith & Regan,
2005) unless of course one finds they are within the unlikely circumstance of taking tests
for a living.
Following the establishment ofBloom's Taxonomy two systems of mastery
learning, which are now widely recognized, first appeared in the literature in 1968
(Anderson & Burns, 1987; Block & Burns, 1976; Block, Efthim & Bums, 1989; Gusky,
1997; G]lsky & Gates, 1986; Kulik, Kulik & Bangert-Drowns, 1990a, 1990b; Kulik,
Kulik & Cohen, 1979; Slavin, 1987). First was Keller's Personalized System of
Instruction (PSI) appearing in 1968 (Keller, 1968; Keller & Sherman, 1974). Appearing
later that same year was Bloom's Learning for Mastery (1968, Keller & Sherman, 1974).
However, it was Bloom who fully developed the concepts now known as mastery
learning and instruction and his representation is now generally considered to be the
classic theory of mastery learning and instruction (Anderson & Burns, 1987; Block &
Burns, 1976; Block, Efthim & Burns, 1989; Gentile & Lalley, 2003; Gusky & Gates,
1986; Kul~ Kul~ & Bangert-Drowns, 1990a; Kulik, Kulik & Cohen, 1979; Ritchie &
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Thorkildsen, 1994; Slavin, 1987).
Bloom' s work (1968) further developed the work of John Carroll (1963) and his
Model of School Learning (Anderson & Burns, 1987; Block & Burns, 1976; Block,
Efthim & Bums, 1989; Gentile & Lalley, 2003 ; Gusky & Gates, 1986; Kulik, Kulik, &
Bangert-Drowns, 1990a; Kulik, Kulik & Cohen, 1979; Ritchie & Thorkildsen, 1994).
According to Carroll's theory (1963), the amount oflearning that students achieve is the
result of the time actually spent learning divided by the time needed to learn. Put another
way, what a student learns depends on whether the student spends the time needed to
learn it. Carroll therefore argued that student aptitude is reflected in individual learning
rates. Carroll suggested that instruction should focus more on the time required for
different students to learn the same material (1963). This was in contrast with the classic
model where all students are given the same amount of time to learn, which placed focus
on differences in student ability.
Carroll's Model of School Learning was based on the idea that almost all learners
have the potential to learn any instruction, but require varying amounts of time (1963).
In this context learner aptitude is not seen in terms of good or bad, but rather, in terms of
being fast or slow learners. Carroll also identified two factors that affected the learning
rate of a student. These were perseverance of the student, and the opportunity to learn.
Perseverance is how much time students spend on learning. Opportunity is the time
allotted to learn in the classroom or access to learning materials.
Benjamin Bloom was also involved in research on individual differences in
learning during the 1960s. Bloom took Carroll' s idea further by concluding that if
aptitude could predict learning rate as Carroll maintained, instruction could then be
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designed to set the degree of expected learning to a particular level of performance
mastery (1968). Bloom argued that it was a teacher's responsibility to manipulate the
instructional variables under their control, these being opportunity to learn and quality of
instruction, to ensure that most students could attain the specified objective. Bloom
concluded that given enough time and sufficient quality of instruction, nearly all students
could reach the specified level of performance mastery.
Bloom's theory of mastery learning and instruction (1968) caused a shift in
learning responsibility. No longer did the blame for a student's failure rest solely on a
student's lack of performance. Blame for student failure shifted toward instruction. The
challenge now became providing enough time and employing instructional strategies so
that most students could achieve the same minimum level oflearning (Bloom).

A BriefDescription ofMastery Learning and Instruction

Many have described mastery learning and instruction as both a learning
philosophy and specific, associated instructional practices (Anderson and Block as cited

in Treffmger, David& Ripple, 1977; Anderson & Bums, 1987; Block & Burns, 1976;
Block, Efthim & Burns, 1989; Gentile & Lalley, 2003; Gusky & Gates, 1986; Kulik,
Kulik, & Bangert-Drowns, 1990a; Kulik, Kulik & Cohen, 1979; Ritchie & Thorkildsen,
1994; Slavin, 1987). The basic underlying philosophy of mastery learning and
instruction is that all can learn when the conditions for learning are appropriate. The job
of education and the educator is to design specific, associated instructional practices to
attain this philosophy. This is achieved through two key instructional practices, which
are congruence of instruction and an iterative feedback, corrective, and enrichment
62

process (Bloom, 1968).
According to mastery learning (Bloom, 1968) there must be congruence of
instruction. This is achieved by ensuring consistency throughout the major elements of
the teaching and learning process. That is, learning objectives, instructional practices,
feedback and formative and summative evaluation methods must all be aligned to each
other. Figure 1 depicts a graphical representation of this concept.

Figure 1. Congruence of the elements of teaching and learning.

Mastery learning mus~ also include a process that provides students with specific
and regular feedback as to their learning progress (Bloom, 1968). In most mastery
learning situations this is achieved through some type of formative assessment such as a
quiz or a psychomotor skill demonstration (Anderson & Burns, 1987; Block & Bums,
1976; Block, Efthim & Burns, 1989; Gentile & Lalley, 2003; Gusky & Gates, 1986;
Kulik, Kulik, & Bangert-Drowns, 1990a; Kulik, Kulik & Cohen, 1979; Ritchie &
Thorkildsen, 1994; Slavin, 1987). This feedback must also be accompanied by specific
corrective activities that supply students with direction as to how they can better address
their learning problems and correct their errors (Bloom, 1968). Additionally, students
whose formative assessment indicates they have already mastered the instruction, as well
as those students with a rapid learning rate, must be provided challenging enrichment

activities to add depth to the learning of rapid learners while those with slower learning
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Figure 2. The instructional process of mastery learning and instruction.

Mastery Learning Instruction
It is also important to note that the two key instructional practices described above
are not all that is required to support mastery learning. These key instructional practices
must also occur within a larger and complimentary plan of instruction. This larger setting
of instruction has been the focus of much literature. Although there is some variation in
terms, most agree that mastery learning and instruction can be summarized to include
specific elements of instruction (Anderson & Burns, 1987; Block & Burns, 1976; Block,
Efthim & Bums, 1989; Bloom, 1968, 1981; Gentile & Lalley, 2003 ; Guskey, 1997;
Gusky & Gates, 1986; Kulik, Kulik, & Bangert-Drowns, 1990a; Kulik, Kulik & Cohen,
1979; Levine, 1985; Ritchie & Thorkildsen, 1994).
First, terminal objectives are identified and stated. Terminal objectives are global
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1979; Levine, 1985; Ritchie & Thorkildsen, 1994).
First, terminal objectives are identified and stated. Terminal objectives are global
statements that must represent the purpose of the course itself and what has to be learned.
Second, the curriculum to support the global objectives must be developed and divided
according to smaller enabling objectives and grouped into learning units. Each unit
includes its own objectives, which are clear definitions of what has to be mastered.
Third, a brief formative assessment is administered following a unit introduction and
periodically throughout instruction. These formative assessments guide subsequent
instruction or enrichment activities. Fourth, learning materials and instructional
strategies are identified and employed accordingly. Teaching, modeling, practice,
formative evaluation, re-teaching, and reinforcement continue until mastery is
demonstrated. Learning time is adjusted to support individual learning rates, which is
typically however long it takes for the student to master at least 80% of the material. A
student does not proceed to new material until prerequisite material has been mastered.
Fifth, summative evaluation is conducted to assess achievement of objectives.
Upon reflection of the elements of mastery learning and instruction, it is evident
that one of the strengths of mastery learning and instruction is that it requires the teacher
to refine and organize instruction prior to initiating it. It is also apparent that the mastery
learning model is closely aligned with the use of instructional objectives and systematic
design of instructional. So, in terms of curriculum development, mastery learning
focuses on content as well as on the process of mastering it. It is also evident that
curriculum materials can be designed via a variety of methods such as in-house
instructional designers, through a team approach utilizing various professionals within a
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given setting, or and as in the case of the ECCO, via an outside commercial source. A
combination of these is also evident. Regardless of however materials are developed or
obtained, the onus remains on teachers and administrators to carefully evaluate materials
to ensure that they match the instructional objectives identified for a given course of
instruction as well as the needs oflearners of various aptitudes.

Mastery Learning and Instruction Literature
The bulk of the literature investigating mastery learning and instruction as
compared to traditional instruction was conducted prior to 1990. Several important metaanalyses and critical reviews have focused primarily on the effects of mastery learning
and instruction on student achievement and cognitive retention. These studies have
shown an area of interest highly relevant to the current situation in educational
administration of critical care nursing orientation programs. That is, mastery learning
and instruction appears to be generally superior to traditional teaching and learning
methods (Anderson & Burns, 1987; Block & Burns, 1976; Gusky & Gates, 1986; Kulik,
Kulik & Bangert-Drowns, 1990a; 1990b; Kulik, Kulik & Cohen, 1979; Slavin, 1987;
1990).
Perhaps the most prominent early meta-analysis of mastery learning was
published by Block and Burns in 1976 where they reviewed what they, as well as many
others, believed at the time to be the best of the mastery learning and instruction research
to date. The authors concluded that mastery learning and instruction strategies had
produced both significantly greater student achievement and significantly greater
retention across classrooms. That is, in 97 comparative studies mastery-taught students
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scored higher than non-mastery-taught students 89% of the time and significantly higher
61% of the time. Additionally, in 27 comparative retention studies the authors found that
students taught within a philosophy of mastery learning and instruction almost always
scored better than non-mastery-taught students and scored significantly higher 63% of the
time. Put another way, mastery methods yielded five-eighths and two-thirds of a
standard deviation better than non-mastery methods on achievement and retention
measures respectively. Moreover, in 80 comparison studies of variance, mastery students
demonstrated 74% and 85% less variance in achievement and retention respectively than
did non-mastery students. The authors went on to state mastery learning and instruction
methods have usually produced greater student learning than non-mastery methods.
Finally, the authors also found that mastery methods have usually produced somewhat
less variability in learning and that such approaches have usually helped students to
achieve higher order learning.
In Kulik, Kulik & Cohen' s analysis of75 comparative studies (1979), the authors
found that the mastery method of Keller "generally produces superior student
achievement, less variation in achievement, and higher student ratings in college courses"
(p. 307) when compared to conventional methods. The authors also concluded that
mastery learning "does not affect course withdrawal or student study time in these
courses" (p. 307) and that "superiority can be demonstrated in a variety of course settings
with a number of different research designs." (p. 307) In 48 of these studies it was
possible.to state class averages in both types of classes as percentages. Here it was found
that the mastery model yielded a class average nearly 8 percentage points higher, which
was significant "at a very high level of confidence, t (47) = 12.04,p < .0001" (p. 311).
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Further, the authors found that this superiority "can be seen about as clearly with highaptitude students as with low-aptitude students." (p. 314) Using Glass's index the
authors found that the average effect size was 0.5, which "raises the final examination
score of a typical student in a typical class from the 50th to the 70th percentile." (p. 317)
Moreover, when achievement examinations were administered several months after the
end of a course, mastery methods showed a 14 percentage point improvement over
conventional methods.
In 1986 Gusky and Gates published their review of27 studies conducted since
1975 that studied mastery learning and instruction under teacher-determined group
pacing in both elementary and secondary classrooms where student achievement was the
primary variable. The authors concluded that mastery achievement results are
tremendously affirmative and that the benefit of mastery learning appears with all levels
of students. However, effect size varied widely, from 0.2 to 1.7, which the authors
concluded made a measure of central tendency inappropriate. The authors also
concluded that students have a tendency to retain what they have learned via mastery
methods longer both in short-term (2-3 weeks) and long-term ( 4 months) study. It was
also found that "applications involving science and mathematics produced average effect
sizes of .78 and .81 respectively, both of which are very positive." (p. 76)
In 1987 Slavin reported fmdings from his study where he combined aspects of
meta-analysis and traditional narrative -reviews in a best-evidence analysis to examine the
literature on the achievement effects of practical applications of group-based mastery
learning and instruction in elementary and secondary schools over periods of at least 4
weeks. Slavin's fmdings in this regard were not as favorable as those of his colleagues
68

toward mastery methods both in terms of achievement and retention. Slavin's report
gave specific examples of factors he concluded led to overstatement ofhis colleagues
fmdings. Slavin asserted that longer studies with less experimental control are more
important than shorter studies with tighter control and that a minimum of two teachers
per treatment is needed before the results of a study are credible. His review of 17 such
studies found no evidence to support the positive effects of group-based mastery learning
on standardized measures of achievement. However, Slavin did report generally positive
measures of moderate magnitude with experimenter-made measures, but that there was
little to no evidence that these effects were maintained over time.
Within the same issue of Review ofEducational Research and immediately
following Slavin's study, Anderson and Burns (1987) redressed Slavin's fmdings. Here
the authors assert that "Slavin seems unaware of the values inherent in mastery learning
and, ultimately, the conduct and interpretation of mastery learning research" (p. 215) and
that "as he presents the theory, research, and practice of mastery learning, his own ~alues
get in the way." (p. 216) These authors maintain that proper interpretations of research
studies can not be made "independently of the purpose for which they were designed and
conducted." (p. 215) Further, these authors fault Slavin's ignorance of"evidence that the
grade-equivalent scores offrrst- through eighth-grade mastery learning students rise from
below grade level to well above the national norm on a standardized test." (p. 215) Other
criticism of Slavin's work included his failure to realize the purpose of most of the
experimental research on mastery learning, especially the studies conducted by students
of Benjamin Bloom, which "has been the investigation of what is possible, not what is

likely " (p. 215) and that "many of these studies, conducted under controlled conditions
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over short time periods, have also been excluded from Slavin•s review." (p. 215) And the
authors point out that Slavin's claim that the effect of mastery learning on experimentermade tests is far greater than on standardized tests is not new, rather, (as cited in Airasian
& Madaus, 1983) "correlations between multiple-choice standardized test results and

more direct measures of instructional outcomes are seldom high .... the low correlations
are in part a function of differences between the method of measurement and the method
of instruction and learning." (Anderson & Burns, 1987, p. 221)
In 1990 the Kuliks returned to the pages of the journal Review of Educational

Research (1990a), along with co-author Bangert-Drowns, in publication of an important
meta-analysis of 108 studies of mastery learning and instruction. Here the authors
examined mastery learning and instruction from a broad perspective rather than allowing
the bipolar debate rely on comparison of just a total of five mutually inclusive studies of
mastery learning and instruction. After coding for a common outcome scale and
statistical methods, the authors found that mastery learning and instruction programs have
positive effects on the examination performance of students with an average achievement
effect of 0.52 standard deviations. The authors also found an average retention effect of
mastery programs of 0. 71 standard deviations. Further, the authors concluded that the
superior performance of mastery students on locally developed tests is not negated by
poorer performance on standardized tests as claimed by Slavin. Moreover, the authors
reported that, after having conducted review of meta-analyses in nearly 40 different areas
of educational research, very few treatments of any kind were consistently associated
with achievement effects on the scale as those produced by mastery methods. Further,
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the authors went on to state that in their review mastery programs were found time and
again to have produced more impressive gains when compared to other treatments.
As in a previous volume of Review ofEducational Research, the publicized
debate over the effect of mastery methods on student achievement and retention were
again adjacent with Slavin's response the Kuliks and Bangert-Drowns. Here Slavin
(1990) argues effectively that after minor adjustment of calculations and study inclusions,
results are virtually identical. The author concludes in agreement that the "fmdings of
positive effects of mastery learning on experimenter-made measures can be interpreted as
supporting the view that this technique can help focus teachers.on a given set of
objectives." (p. 301) Moreover, Slavin states that educators finding themselves in such a
situation with such a goal "have a good rationale" (p. 301) for using mastery learning and
instruction. However, the author remains skeptical stating that "the claim that mastery
learning can accelerate achievement ... is still awaiting convincing evidence." (p. 30 I)
Immediately following Slavin's response within Review ofEducational Research,
Kulik, Kulik & Bangert-Drowns (1990b) rebut Slavin and further refme the debate. Here
the authors estimate that "Slavin's focus is on no more than 10 percent of the mastery
picture" (p. 303) and argue a wider view is most appropriate. After reevaluation of II
studies both camps agree were worthy of analysis, the authors found an improved
achievement effect for mastery learning 0.4 standard deviations on local tests and 0.1
standard deviations on standardized tests.
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Mastery Learning and.Critical Care Nursing
More than a decade of debate over the effects of mastery learning and instruction
in terms of achievement and retention has made it clear that the debate is not on whether
there is an effect, but rather, on the circumstances under which this effect is most
powerful. Under the majority of analyses, mastery programs have an impressive effect
on achievement and retention on both locally prepared assessments and standardized
tests. The minority of analyses holds this is true to a lesser extent, but only under local
conditions. In relation to the ECCO program of instruction, both camps support the use
of mastery learning and instruction as an underlying educational philosophy. That is,
although the ECCO program is an attempt to standardize critical care orientation
curriculum to more effectively prepare nurses for entry-level practice, the ECCO is not a
standardized test. Rather, the ECCO program is a centrally prepared and locally
modified and executed curriculum. It seems that both sides of the mastery learning
debate support the view that this technique can help focus critical care nursing educators
on the given set ofECCO program objectives.
By articulating minimum standards of care for the critical care RN community
and by distributing the web-based ECCO program, the ANCC has allowed nurse
educators charged with the administration of critical care orientation programs an
opportunity to draw some conclusions. Perhaps most obvious is that there is consensus in
the educational task of critical care nursing. It can also be concluded that the goals and
objectives of this educational task are explainable and measurable. Further, one can
conclude that it is possible to differentiate between competence and incompetence in
achievement of these goals. And it can also be concluded that critical care nurse
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educators have limited resources available to educate those new to critical care practice
RNs.
It is the instant author's position that the above conclusions are intimately

connected to mastery learning and instruction. It is also the instant author's position that
it is paramount for critical care nursing educational administrators to know,.rather than to
assume, if new to critical care practice RNs and graduate RNs are achieving minimum
competence on the merits of ECCO program instruction or otherwise. That is, given the
current situation in administration of critical care nursing orientation, it is essential to
know if the ECCO program of instruction reflects the philosophy of mastery learning and
instruction as it has been shown to have superior effect over other approaches and such
results are demanded by the shortage ofRNs. Much like the clinical practice of nursing,
we owe it to our profession and our patients to ensure that our interventions are
evidenced-based. This research proposal will now turn to discussion of methods that will
be used to address such concern.
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Chapter III
METHODOLOGY

Introduction
The purpose of this study is to expand what is known about the Essentials of
Critical Care Orientation (ECCO) program of instruction and report this to nursing
educational administrators and interested others. Two research questions were used
toward this purpose and were (1) How well does the ECCO program adhere to Bloom's
theory of mastery learning and instruction? And (2) What effect, if any, does this have
on the participant RN? This chapter explains the methods that were used to investigate
these questions.
A mixed methodology of heuristics and participant evaluation was implemented
to verify and enhance understanding beyond either methodology alone. The method of
participant program evaluation was used to guide gathering and analysis of objective data
regarding outcome in terms of an instructional evaluation of the ECCO program.
Bloom's theory of mastery learning and instruction provided the metric against which a
participant evaluation was conducted. Additionally, assessment scores were examined
and evaluated as an outcome. Heuristic methodology was employed to guide gathering
and analysis of subjective data regarding the effect ECCO instruction had upon the
participant RN. Together these methods formed

an instructional evaluation better located

within the challenges of the U.S. RN shortage crisis. The following is an overview of
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study procedures.

Procedures and Timeline
Procedures were divided into two overlapping sets of operations that
corresponded with each research question. Participant evaluation procedures were used
to investigate the first research question while heuristic procedures were used to
investigate the second. However, the second research question was pursued initially as it
was felt, given the individual focus of study, insight into the first research question could
bias heuristic data. The idea was that the participant RN would experience ECCO
instruction just like the RNs using it for the first time would: with no previous
experience. The following is a brief outline and time line·of study procedures:

Phase I- Heuristic Data Gathering Procedures
1) Initial Engagement (followed by Incubation): July- September, 2007
2) Immersion (followed by Incubation): October- December, 2007
3) Illumination (followed by Incubation): December- February, 2008
4) Explication (followed by Incubation): March- April, 2008
5) Creative Synthesis: October- December, 2008

Phase II- Evaluation Data Gathering Procedures
1) Congruence: May - June, 2008
2) Instructional Process: July- August, 2008

3) Assessment: September- October, 2008
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Having located the basic procedural structure and timeline of study methodology,
discussion will now amplify methodology by providing a brief summary of each phase
followed by specification of procedures.

Evaluation
Evaluation is cross-disciplinary and draws methods from many different fields of
study. Although there is no universally accepted defmition of evaluation, some basic
characteristics of evaluation methodology are widely accepted (Patton, 2001; Rossi,
Freeman & Lipsey, 2003). Evaluation applies research design principles to answer
practical questions about programs. Data are collected and processed systematically to
provide evidence about what is happening in a program, why it is happening, and how the
program can be improved. This evidence can be used to make judgments about the
program's merit or worth in accomplishing what the program is intended to achieve.
Prior to

cond~cting

an evaluation, one must determine the field, type, and

approach of the evaluation (McGuire, 2002). The chosen field of evaluation was a
program evaluation, which in the instant case is the AACN's ECCO program. The type
of evaluation chosen was a monitoring evaluation as it is an assessment of whether the
program is implemented in a way that is consistent with its design and plan and is
achieving its intended results (Rossi, Freeman & Lipsey, 2003). The approach chosen
was that of a participatory evaluation as it actively and deeply involved the researcher in
the target program as well as afforded the complimentary use of heuristic methods.
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Heuristics
According to Moustakas ( 1990), heuristics refers to "a process of internal search
through which one discovers the nature and meaning of experience and develops methods
and procedures for further investigation and analysis." (p. 9) Moustakas (1990) also
describes heuristics as a way of "engaging in scientific search through methods and
processes aimed at discovery .... [which requires] "a passionate, disciplined
commitment to remain with a question intensely and continuously ).llltil it is illuminated
or answered." (p. 15) Additionally, heuristic research is a wide-open autobiographic
investigation in which the research participant, who is also the primary researcher, widely
and deeply explores the phenomenon with the aim of composite depiction (Moustakas,
1994). According to Patton (2002) heuristics is "a form of phenomenological inquiry that
brings to the fore the personal experience and insights of the researcher." (p. 107) Patton
(2002) also describes a key element of heuristics is that the researcher "must have
personal experience with and intense interest in the phenomenon under study." (p. 107)
Moreover, Patton (2002) explains that the "reports of heuristic researchers are filled with
the discoveries, personal insights, and reflections" (p. 107) and that "it is the combination
of personal experience and intensity that yields an understanding of the essence ofthe
phenomenon." (p. 107)
According to Patton (2002) Moustakas is regarded as the primary developer of
heuristic methods. Moustakas (1990) holds that "through exploratory open-ended
inquiry, self-directed search, and immersion in active experience, one is able to get inside
the question, become one with it, and thus achieve an understanding of it." (p. 15) This is
achieved through six phases, or procedures, of heuristic research (Moustakas) that "guide
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unfolding investigations and comprise the basic research design." (p. 27) These phases
include: engagement, immersion, incubation, illumination, explication, and culmination
of the research in a creative synthesis. These phases provided the framework for the
heuristic methods of this study. These phases will next be more fully explained and
applied to the instant study.

Heuristic Procedures
Initial Engagement and Procedures
Initial engagement begins within the researcher with the existence of "a topic,
theme, problem, or question that represents a critical interest and area of search"
(Moustakas, 1990, p. 27) that is also "a passionate concern that calls out to the researcher,
one that holds important social meanings and personal, compelling implications." (p. 27)
Use of the ECCO to become a critical care RN met these criteria for the instant author for
two salient reasons. First, the author is a nursing education administrator during a
nursing shortage that appreciates the resultant ever increasing reliance on web-based
educational programs such as the ECCO. Examination of the impact ofthis phenomenon
holds important implications on both professional and social levels. Second, the author
entered the profession of nursing and the Navy Nurse Corps with the aspiration of
becoming a Certified Registered Nurse Anesthetist (CRNA), which among other things
requires significant critical care nursing experience and expertise.
Within the Navy Nurse Corps one is given opportunity where there is a need as
determined by the Nurse Corps. Additionally, one's career advancement is linked to
performance evaluation that is based largely on one's ability to perform in the capacity
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assigned. The unique combination of the Nurse Corp's need for nursing education at
progressing levels and the instant author's performance in a succession of such
assignments resulted in the instant author's willing sacrifice of initial career aspirations of
becoming a CRNA in favor ofthe needs of the Nurse Corps. Nevertheless, intense
conjecture has remained within the author concerning his ability to succeed within an
ICU in pursuit of qualification as a CRNA. As such, the instant author intrinsically held
the requisite "willingness to enter fully into the theme, and to discover from within the
spectrum oflife experiences that will clarify and expand knowledge ofthe topic."
(Moustakas, 1990, p.27) However, in order to begin an authentic heuristic inquiry by
gaining access to and experience of the ECCO program of instruction, it must be
established that the participant RN was either a newly graduated RN or a new to critical
care practice RN.
At the time of investigation the instant author and participant RN held licensure in
the states of California and South Carolina. The investigator's professional RN
experience was solely characterized as active duty within the Navy Nurse Corps with
assignments in medical-surgical nursing, nursing staff development, staff education and
training, and administration. The investigator is Board Certified by the American Nurses
Credentialing Center as a Medical-Surgical Nurse and is also certified by the National
Alliance of Certified Legal Nurse Consultants as a Certified Legal Nurse Consultant.
The investigator holds Associate of Science, Bachelor of Science in Nursing, and Master
ofEducation degrees from Trident Technical College, the Medical University of South
Carolina, and the University of West Florida respectively. The investigator is also a
doctoral candidate in the Educational Administration and Leadership program at the
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University of the Pacific. Given the above, it can be accurately said that the
investigator's professional education and experience has never been within the arena of
critical care nursing practice.
Having established that the participant RN could be accurately classified as new
to critical care practice RN, initial engagement procedures could begin. Such procedures
began in July of 2007. Being a practicing online nursing educator, the author previously
held basic awareness of ECCO program literature and the RN shortage. After further
reading, development of literature,. and muc~ thought and consultation, the idea of
supplementing an instructional evaluation of the ECCO with the first-hand perspective of
the participant RN emerged and was developed.
During August and September of2007 the author refined research methodology
and conducted a survey of 3 hospitals within a 50 mile commute that used the ECCO for
orientation of the critical care RN, and were amenable to hiring the author as a new to
critical care practice RN for a limited period of time for the primary purpose of research.
Representatives of three hospitals meeting these prerequisites stated the desire to begin
immediately. Following several hospital visits, interviews and discussions, the Intensive
Care Unit at Hanford Community Medical Center was selected.

Immersion and Procedures
According to Moustakas (1990, p. 28), immersion is the process that "enables the
researcher to come to be on intimate terms with the question- to live it and grow in
knowledge and understanding of it." During Immersion the investigator will live the
topic (Moustakas) "in waking, sleeping, and even dream states." (p. 28) Following
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selection of a suitable location, the next step was to actually begin critical care nursing
orientation using the ECCO program of instruction. During the time of orientation
activities that facilitated the immersion process were conducted. According to Moustakas
these included "spontaneous self-dialogue and self-searching, pursuing intuitive clues or
hunches, and drawing from the mystery and sources of energy and knowledge within the
tacit dimen$ion." (1990, p. 28) The typical method of assembling material in heuristic
inquiry is executed "through extended interviews that often take the form. of dialogue
with oneself." (p. 46) Because of this, as Moustakas has stated, it was "possible to
conduct heuristic research with only one participant." (p. 47) Patton (as cited in
Moustakas, 1990) identified three fundamental approaches to appropriately collect
qualitative data for heuristic research of which the informal conversational interview "is
most clearly consistent with the rhythm and flow of heuristic exploration and search for
meaning." (p. 47)
Data gathering began in the immersion phase through reflective self-dialog memo
entries following each day of orientation (see APPENDIX B for orientation schedule).
Initially entries included a brief summary of activities followed by thoughts and feelings
related to the experience of the ECCO program in the form of an informal conversational
self-dialogue. At this time no effort was made to qualify, categorize, or organize data in
any way. Rather, the participant RN simply took in the experience ofECCO instruction
and poured out related thoughts in a reflective self-dialog journaling process. And as was
consistent with heuristic inquiry, the researcher slightly modified this format as was
deemed necessary. Immersion continued until the author had successfully completed the

ECCO program and orientation to the ICU.
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Incubation and Procedures
Moustakas (1990, p. 28) describes the incubation procedure as follows:
Incubation is the process in which the researcher retreats from the intense,
concentrated focus on the questions. Although the researcher is moving on a
totally different path, detached from involvement with the question and removed
from awareness of its nature and meanings, on another level expansion of
knowledge is taking place.
During the initial incubation period the researcher took a two-week vacation. The
researcher simply did not access the ECCO program, refrained from thinking about it,
and did not practice nursing in any way. Additionally, the researcher also abstained from
evaluation procedures.

Illumination and Procedures
Illumination occurs when the investigator becomes "open and receptive to tacit
knowledge and intuition." (Moustakas, 1990, p. 29) The period of illumination is when
the researcher experiences breakthrough "into conscious awareness of qualities and a
clustering of qualities into themes" (p. 29) intrinsic to the topic, which is achieved
through timeless engagement of previously gathered data and reflection. To facilitate this
process, the researcher resumed practice within the ICU setting following initial
incubation and reviewed and reflected upon immersion data as was necessary. Here the
researcher revisited and reflected upon initial data in a timeless engagement as was
necessary to achieve illumination. The illumination process continued until the

researcher was convinced that themes were adequately formulated. These themes were
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also recorded in informal conversational self-dialogue memos. Care was taken not to
overly develop and refine themes as, according to Moustakas (1990), this should occur
later during explication.
Following Illumination procedures another period of incubation was
implemented. This period was implemented at the author's discretion as it was felt the
participant RN was getting too close to the themes. That is, there was a risk of over
refmement. During this incubation period the author again refrained from all heuristic
and evaluation procedures while continuing to practice in the ICU.

Explication and Procedures
Following the illumination process and another incubation period previously
described, the process of explication began. "In explication a more complete
appreciation of the key ingredients is discovered" (Moustakas, 1_990, p.31) through
another timeless engagement of the self-dialog memos of illumination. As new insights
of theme became apparent the researcher returned to the memos of the immersion process
as was needed for explicative reclassification. During the explication process two
significant activities, "perhaps the most significant" (p. 31 ), were implemented to
facilitate achievement of explication. These activities were focusing and indwelling.
Here focused attention was given to creating "an inward space and [to] discovering
nuances, textures, and constituents ofthe phenomenon." (p. 31) These deeper insights
were also recorded in writing using reflective, self-dialog memoing. Explication ended
when the major components of the phenomenon had been described in sufficient detail

where the researcher was ready to place them into a complete experience.
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Creative Synthesis and Procedures
The process of creative synthesis is the fmal phase of heuristic procedures and can
only be achieved through tacit and intuitive powers (Moustakas, 1990). Here following
mastery of data, themes, and major components of previous processes, the researcher
places the components and core themes into a creative synthesis, which "usually takes the
form of a narrative depiction utilizing verbatim material and examples." (p. 32) Here
knowledge of the phenomenon is combined with "a period of solitude and meditation" (p.
32) that focuses on the topic and research question and "a comprehensive expression of
the essences of the phenomenon investigated is realized" (p. 32) and reported. In the
instant study the comprehensive expression of the creative synthesis itself took place
within Chapters IV and V of this manuscript and during presentation at fmal defense of .
the instant study. This was achieved through synthesis ofheuristic and participant
evaluation fmdings, which framed the report of examination, interpretation, and
qualification of study findings.

Evaluation Procedures
In addition to the heuristic methods previously described, participatory program
monitoring evaluation methods were also employed to gather and analyze data. This was
done to determine if the ECCO program was designed and implemented well within the
philosophy of mastery learning and instruction and consequently if the intended
instructional service was provided. Because mastery learning and instruction provides
the theoretical underpinnings of both professional nursing licensure and the ECCO

program of instruction, it is a logical metric against which to evaluate the ECCO.
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Additionally, within education literature mastery learning and instruction has been
reported to yield an effect as great as 1. 7 standard deviations when compared to
traditional methods (Gusky & Gates, 1986). In light of these, if the ECCO was found to
be consistent with the principles of mastery learning and instruction nursing educational
administrators could then reasonably anticipate the superior outcomes demanded by the
critical care RN shortage crisis.
To conduct a participant evaluation the researcher revisited the entire ECCO
program of instruction twice. The two key instructional characteristics of mastery
learning and instruction served as the basis for evaluation data gathering and analysis
procedures. First data were gathered related to congruence ofthe major elements of the
teaching and learning process. Figure 1 served as the metric of comparative analysis.
Next data were gathered related to the instructional process of mastery learning and
instruction. Here Figure 2 served as the metric of comparative analysis.

Figure 1. Congruence of the elements ofteaching and learning.
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Figure 2. The instructional process of mastery learning and instruction.

Congruence

During this operation the ECCO program was accessed and data were gathered
through review of the ECCO program itself and through review of extant texts. Data
were captured in the form of program printouts, instructor and administrator manuals, as
well as screen shot field notes of materials that could not be otherwise printed or
retrieved. The aim was to determine how well ECCO program objectives, instruction,
feedback, and evaluation were aligned or congruent (see Figure 1). Data collection
conformed to objectivism and focused on identification of objectives and evidence of
their support throughout the ECCO instruction, feedback, evaluation, and/or enrichment
activities.
After data had been gathered for a module of the ECCO it was sorted into the
categories of objectives, instruction, feedback, and evaluation. Following this sorting,
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data from the categories of instruction, feedback, and evaluation were be subdivided
within the respective category according to objectives. Following this, a simple tally was
made for each objective within each subdivided category. Having done this the
researcher was then able to identify any objective omission within subdivided categories.

Instructional Processes
Next, ECCO content was evaluated in terms of instructional processes. The
sequence or timing of initial instruction, formative assessment, feedback and correction,
enrichment activity, and summative assessments were analyzed. The aim was to
determine how well ECCO instruction reflected the instructional process of mastery
learning and instruction (see Figure 2). Again the researcher accessed the entire ECCO
curriculum as an evaluator. In addition to student materials, the researcher reviewed all
instructor and administrator materials related to instruction.
Data gathering in this portion of the study was primarily captured in field notes,
however, these were supplemented at times with collection of other materials as
previously described. Here the researcher progressed through the ECCO program and
noted the progression of events/activities of instruction and assessment. The researcher
made intentional errant assessments as well as intentional successful assessments to
ensure sufficient exposure to feedback, corrective, and enrichment activities. Analysis
included distillation of field notes into a schematic representation that was used in a
comparative analysis with Figure 2.
Finally, the researcher's initial student outcome data captured during immersion

was collected and analyzed. The researcher used the administrative functions of the
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ECCO program to examine assessment scores, time on modules and tests, and other
relevant individual student data available to program administrators. These data were
collected through extant texts and field notes as previously described. Although it is
realized that data from a single student has limitations in terms of objective
generalization, it did provide additional insight that would have been otherwise lost if
disregarded, especially when one realizes the simultaneous use of heuristic methods.

Consent and Security
Given that the target data related to ECCO program participation and experiences
are solely those of the instant author/researcher/participant RN who has freely provided
them, consent was manifest through the study proposal process as well as through this
writing. The only influence in providing consent was that findings may be used for
personal, professional, and societal benefit. However, great care was taken to avoid
accessing any other non-participant's ECCO program participation data. In fact,
throughout the entire study only participant information was accessed. Additionally, the
selected organization's IRB was contacted, made aware, and full disclosure was
provided. It was agreed that there were no human subject risks, which was consistent
with the IRB findings of the sponsoring university.
Every reasonable attempt was made to keep information obtained private until
report. Diaries and other data were secured within a locked filing cabinet and/or within
password protected computer files in the office of the home of the researcher. Any
information or data transferred to and from the researcher's home office and the selected

organization were secured within the researcher's possession at all times or secured in the
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researcher's locked personnel locker while at the selected organization. All personal data
will be erased or otherwise destroyed following report.

Assumptions and Limitations
Heuristic research methodology assumes a subjectivist paradigm. That is,
subjectivity is viewed as an essential way of knowing. Such methods allow for the
individuality of researchers and for the researcher him or herself to be visible (Patton,
2001, 2002). This of course is in great contrast with the traditional research paradigm
where some practitioners advocate that subjective ways of knowing have little or no place
in research. However, it is this author's position that subjectivity as employed in the
instant study has served well to properly locate objective fmdings within the
circumstances of social reality.
The primary assumptions of evaluation, as employed in the proposed study, are
those of objectivism (House, 1978). That is, human beings gain objective knowledge
from perception by measurement and form valid concepts. It has been said by some that
evaluation is a developing field that continues to evolve, however, this can be considered
strength when one realizes this places evaluators in a position where they must constantly
examine and refme their practices (Patton, 2001; Rossi, Freeman & Lipsey, 2003). It has
also been said the results derived of evaluation are stated only in the terms of the program
being evaluated (Rossi, Freeman & Lipsey, 2003). Be that as it may, it is the instant
author's opinion that this does nothing to diminish the potential for benefit to critical care
nursing and those members of society who find they are facing life-threatening aihnents.
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CHAPTER IV
RESULTS AND DISCUSSIONS

Introduction
This study was undertaken to investigate two research questions: (1) How well
does the Essentials of Critical Care Orientation (ECCO) program adhere to Bloom's
theory of mastery learning and instruction; and (2) What effect, if any, does this have on
the participant RN? Results were obtained through methods of a participant program
evaluation and heuristics. This chapter presents findings and discussion in this regard.
This chapter will begin with report of fmdings of a participative program evaluation
based on the cntical elements ofBloom's theory of mastery learning and instruction.
This will be followed by report of heuristic inquiry ala Moustakas.

Evaluation Results and Discussion
This portion of the chapter will report fmdings from a participative program
evaluation ofthe ECCO program of instruction. First, a basic description ofthe program
itself including the instructional media and methods will be reported. This will be
followed by report offmdings related to the evaluation of the ECCO in terms of Bloom's
theory of mastery learning and instruction. More specifically, fmdings related to the
congruence of objectives, instruction, feedback, and evaluation (assessment) will be
reported. This will be followed by report of fmdings related to the processes of
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instruction, assessment, feedback and correction, and the enrichment processes of the
ECCO. Additionally, a summary of both evaluation of congruence and process will be
reported.

Description ofECCO Instructional Media and Methods

This portion of the chapter reports description related solely to the actual webbased instruction of the ECCO. However, it is important to nqte that the ECCO
Instructor's Manual recommends that use of the ECCO include both blended learning as
well as adjunctive learning activities. The author's participation in these recommended
aspects will not be reported here. Rather, these experiences will be reported in heuristic
fmdings as they are relevant only to the researcher's experience outside of the actual
web-based ECCO program. APPENDIX C details how the AACN defmes blended and
adjunctive learning activities with respect to supplementing the ECCO with more
traditional learning activities. APPENDIX C also discusses advantages and
disadvantages of individual electronic learning activities. However, this discussion is not
directly related to the theory of mastery learning and instruction. Rather, this discussion
is much like the available literature in that it focuses on concepts other than that of
instructional evaluation.
According to the ECCO instructor's Manual the web-based ECCO program
consists of 10 Modules requiring approximately 65.5 hours of individualized instruction.
Although the total approximation is a sum of 49 lesson approximations, it was found to
be relatively precise to within 15 minutes per module lesson. That is, at no time during
the author's participation in the ECCO did actual times differ from approximated times

91

-'

by more than 15 minutes in any module lesson. For example, Lesson 1 of module I was
approximated to require 30 minutes for instruction and the actual time of completion was
27 minutes. Table 1 summarizes approximated and actual completion times. It is
important to note that the approximate and actual instruction times are initial instruction
times only. These data do not include any additional instruction times that were or may
be required to achieve mastery. Nor do these data include time required for blended and
adjunctive learning activities as recommended by the ECCO Instructor 's Manual.

Table 1. Approximate and Actual ECCO 2.0 Module Instruction Time

Module

Approximate Time

Actual Time

4:30

4:05

15:30

16:15

Care of the Pt with Pulmonary Disorders

8:15

8:35

Basic Hemodynamic Monitoring

8:00

7:45

Care of the Pt with Neurological Disorders

8:45

8:35

Care of the Pt with Gastrointestinal Disorders

4:00

4:00

Care of the Pt with Renal Disorders

6:00

6:20

Care of the Pt with Endocrine Disorders

4:00

3:40

Care of the Pt with Hematological Disorders

2:15

2:05

Care of the Pt with Multisystem Disorders

4:30

4:45

65:45

66:05

Introduction to Care of the Critically Ill
Care of the Pt with Cardiovascular Disorders

Total Time
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ECCO Upgrade and Use
The actual instructional media of the ECCO 2.0, which was fully released in June
2008, is a significant improvement over ECCO 1.0. Further, ECCO 2.0 provides
approximately 12 additional hours of instruction than ECCO 1.0. Both ECCO 1.0 and
2.0 were found to be easy to access, interactive, web-based, and multimedia. The webbased media were very intuitive and smooth. That is, the ECCO required the same
abilities as those commonly used to read and send email or surf the web. The graphics
are relevant and of high quality. The overall experience was found to be very much like
using common multimedia formats such as iTunes, QuickTime Player, RealPlayer, or
MediaPlayer. To better illustrate, Figure 3 is a screen shot showing the opening
instruction of the first lesson of the Care of the Patient with Cardiovascular Disorders
Module from ECCO 2.0.

Cardi ov asc u l~r

Anatomy & Physiology

Structures and Functions

Welcome
Welcome to the lesson on the anatomy and
physiology of the cardiovascular syslem. In
this Iasson. wo will di9Cuss the structures and
functions of !he heart. We wijl review the

conduction system. tl>e ci= lalory $yslem.
electrophysiology of the heart. and the
cardiac cycle. Finally, we11 di$CU$S c;o rdiac
output and autoregulation.
To view !he objective$ for this lesson click on
the Resoun:es tab on the left side of the
interface Y..indow.

If, at any time, you need assistance with
navigation. dick on the question mark button
below and select "Navigation Help.•

This le$50n will take apProximately one hour
to complete.

Figure 3. Web-based ECCO instruction.
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As seen in Figure 3, within the media of each lesson of each module there are a
few interactive buttons. These buttons are immediately explained by both audio and text
upon access of a lesson. These interactive buttons can be grouped according to their
exclusive function in one of three possible capacities. First, is to provide instructional
support via hyperlink to materials such as objectives (see APPENDIX D), a modular
notebook (see APPENDIX E), important practice concepts referred to as practice pearls
(see APPENDIX F), and a glossary of terms (see APPENDIX G) all of which can be
printed. Second is navigation within each lesson and within each module, which includes
a book marking function. Third is access to robust technical support via email and
telephone, which were found to be easily and almost immediately accessible and helpful
in resolving all encountered and mock difficulties in a timely manner.
Although there are no changes in the basic methods of instruction provided by
ECCO 2.0, when compared to ECCO 1.0 the new variety and mix of audio, text,
animation, and interaction are greatly superior. More specifically, ECCO 2.0 replaces the
continuous, monotonic and amateur narrator ofECCO 1.0 with a dynamic professional.
Moreover, narration is now implemented with refreshing infrequency that is limited only
to overview, summary, and occasional explanation of interactive procedures. This
restraint effectively eliminated the simultaneous and competitive methods of audio, text,
and animation employed in ECCO 1.0, which were found to overburden cognitive load.
Further reducing the distractions ofECCO 1.0 is the inclusion of dynamic
animation controls in ECCO 2.0. No longer do animations simply start moving during
narration and text displays. Rather, animations are controlled by the learner. This allows
the learner to hear an~or read content and then reinforce it with interactive and dynamic
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animations, or vice versa, without the distraction of competing media. Figure 4 is a
screen shot that illustrates how dynamic content is controlled in ECCO 2.0.

Cardiovascular Anatomy & Physiology
Conduction system
Bundle of His
From the AV node, the electrical impulse
proceeds lo th e Bundle of His where it
divides inlo the right and lei! bundle
branches and further proceeds on ID the
Purl<inje fibers. The left bundle branch Is
divided further lo form the left anterior and
the lett posterior fascldos. The left anterior
fascicle is Ulln and the lett poslerior fascicle
is thick. When one of t~.es e branches is
blocke d because of an Ml or some other
cause. there Rre characteristic changes on

an electrocardiogram (ECG). 11-.ese
changes are due to the speed of the
electrical impUlse being slowed down by
being sent doWn a slower pathway. The
Bundle ol His and Bundle Branches can
act as an escape pacemaker tor the heart
"ith an intrinsic rnre of 20 to 40 beats per
minute.

~

Oic.k Play to view tt:e animation.

Figure 4. Control of dynamic animation.

ECCO 2.0 does not include improvement in the basic nature of instruction. Like
ECCO 1.0, ECCO 2.0 continues to rely almost exclusively on expository methods. That
is, the learner is exposed to what it is that they are expected to learn. Exposition of
content is achieved via a combination of interactive audio, text, and static and dynamic
displays. Figure 5 illustrates the basic expository nature of instruction of ECCO 2.0.
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Cardiovascular Anatomy & Physiology
Structures and functions
Heart Muscle
The heart muscle consists of 3 layers: the eplcardiumr the myoc.ardium, and the endocardium , a.nd a
surrounding sac called the pericardium.
~~ Crick on each

area to :eam more about the laye.r s o! the heaf't_

Figure 5. The expository nature of ECCO instruction.

Immediate! y following exposure to lesson content, the learner is presented with a
formative assessment. ECCO 2.0 formative assessment is slightly improved from ECCO
1.0 in that there is increased use of interaction. The formative assessment is designed to
measure learner mastery of content mainly through the use of true/false questions,
multiple choice questions, and matching of illustrations, definitions, and/or terms.
Occasionally, the learner is prompted to submit a recitation; however, there is no specific
recitation feedback or correction. Rather, a textual answer is given that the learner is
directed to read. Further report of formative assessment is discussed in the following
sections related to Bloom's theory of mastery learning and instruction.
Following completion of an entire module, the learner is directed to complete a
modular summative assessment. The summative assessments of both ECCO 1.0 and 2.0
consist entirely of multiple choice and true/false questions. ECCO 2.0 greatly expanded
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summative assessment by implementing additional assessments in the anatomy and
physiology of the body system of concern as well as by increasing the number of
questions in each modular assessment. This change more than doubled the number of
assessments and more than tripled the average number of summative assessment
questions per module. Table 2 provides a summary ofthese changes to the summative
assessments of the ECCO.

Table 2. Summative Assessments ofECCO 1.0. and 2.0
ECCO 1.0

ECC02.0

Number of Questions
Module
Introduction to Care of the Criticaliy III

Content
N/A

A&P
NIA

Content
27

Care of the Pt with Cardiovascular Disorders

66.

27

112

Care of the Pt with Pulmonary Disorders

40

12

102

N/A

N/A

104

Care of the Pt with Neurological Disorders

34

17

115

Care of the Pt with Gastrointestinal Disorders

20

19

75

Care of the Pt with Renal Disorders

20

25

70·

Care of the Pt with Endocrine Disorders

16

17

61

Care ofthe Pt with Hematological Disorders

18

20

JI

Care of the Pt with Multisystem Disorders

34

NIA

57

Average Number of Questions per Module

31

20

75

Average Nmnber of Questions per Version

31

Basic Hemodynamic Monitoring

97

52

As can be see in Table 2, ECCO 1.0 summative assessment consisted of 8
assessments averaging 31 questions per module. ECCO 2.0 summative assessment
consists of 7 anatomy and physiology assessments and I 0 modular assessments averaging
20 and 75 questions respectively. This is a total of 17 assessments of an average duration
of 52 questions·. Further report of summative assessment is discussed- in the following
sections related to Bloom's theory of mastery learning and instruction.

Mastery Learning and Instruction and the ECCO
Many have described mastery learning as both a learning philosophy and specific,
associated instructional practices (Anderson and Block as cited in Treffmger, David&
Ripple, 1977;.Anderson & Bums, 1.987; Block & Bums,. l976;.Block,. Efthim & Burns,.
1989; Gentile & Lalley, 2003; Gusky & Gates, 1986; Kulik, Kulik, &

Bangert~Drowns,

1990a; Kulik, Kulik & Cohen, 1979; Ritchie & Thorkildsen, 1994; Slavin, 1987). The
basic underlying philosophy of mastery learning is that all can learn when the conditions
for learning are appropriate. The job of education and the educator is to design specific,
associated instructional practices to achieve this philosophy. This is accomplished
through two key instructional practices, which are congruence of the elements of learning
and instruction and the instructional process of mastery learning and instruction (Bloom,
1968).
According to mastery learning (Bloom, 1968) there must be congruence of
instruction:. This is achieved by ensuring consistency throughout the major elements of
the teaching and learning process. That is, learning objectives, instructional practices,

feedback, and corrective procedures must all be aligned to each other. Figure 1 depicts a
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graphical representation of this concept.

Figure 1. Congruence of the elements of teaching and-learning.

Mastery learning must also include a mastery process that provides students with
specific and regular feedback as to their learning progress (Bloom,. 1968) .. In most
mastery learning situations this is achieved through some type ·of formative assessment
following initial instruction such as a quiz-ora psychomotor skill demonstration
(Anderson & Burns, 1987; Block & Bums, 1976; Block, Efthim & Bums, 1989; Gentile
& Lalley., 2003; Gusky & Gates, 1986; Kulik, Kulik, & Bangert-Drowns, 1990a; Kulik,

Kulik & Cohen, 1979-; Ritchie & Thorkildsen, 1994; Slavin, 1987). This feedback must
also be accompanied by specific corrective activities fuat supply students with direction
as to how they can better address their learning problems and correct their errors (Bloom,
1968). Additionally,. students whose early formative assessment(s) indicates they hav.e.
already mastered the instructional content, as well as those students with a rapid learning
rate, must be provided challenging enrichment activities. Such enrichment activities add
depth to the learning of competent and rapid learners while those with slower learning
rates work to achieve mastery (Bloom, 1968). Figure 2 depicts these processes
graphically.
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Feedback
&
Correction

Enrichment Activity

Summative Assess ment

No
New Instruction

Figure 2. The instructional process of mastery learning and instruction.

Having completed and extensively reviewed both ECCO 1.0 and 2.0 it has been
found that each is very consistent in terms of design and execution of the activities of
instruction within and across both versions of the ECCO. It is also evident that ECCO
2.0 delivers some improvements in instruction as previously described. However, when
evaluated in terms of Bloom' s theory of mastery learning and instruction,. other less
desirable consistencies within and across both versions of the ECCO become apparent.

In terms of congruence of instruction as depicted in Figure 1, the most salient
fmding is the absence of a required element of mastery learning and instruction within
both ECCO 1.0 and 2.0. While both ECCO 1.0 and 2.0 include objectives, instruction,
assessment, and components of immediate feedback, both versions of the ECCO are
virtually void of meaningful feedback as well as corrective instruction. This is also
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salient in terms ofthe processes of instruction as depicted in Figure 2. ECCO 1.0 and 2.0
provide the user with instruction, formative and summative assessments, and feedback.
However, both versions of the ECCO are void of corrective activities. Additionally and
in terms of the instructional process of the ECCO, both versions are essentially void of
enrichment activities. Specific discussions of each of these groups of findings as well as
others follow.

Alignment of Objectives, Instruction, Feedback, and Evaluation

Both versions of the ECCO include very specific objectives all of which were
found to be ofthe cognitive domain. These objectives are clearly and consistently stated
within the Instructor's Manual, within the printable student materials, and within the
web-based instruction. ECCO 2.0 demonstrates improvement in presentation of
objectives themselves within the instruction. In version 2.0 the student is no longer .
required to sit through a monotone recitation of as many as 32 module objectives prior to
beginning actual instruction. Rather, in 2.0 each modular lesson begins with a brief
narrative and textual summative goal statement where the student is subsequently advised
to review the lesson objectives by clicking a button. After clicking this button there is a
textual display of a small group of lesson objectives. The objectives themselves were
found to be well thought through and sufficiently thorough in and of themselves, which is
consistent with the majority of findings reported in the review of literature. Figure 6 is a
screen shot of a typical objective presentation ofECCO 2.0.
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Upon completion of this lesson you will be able to:
•

Discuss specific considerations for special critically iH patient populations

within the aiical care environment
•

Identify the age-related considerations for the pediatric patient in the adult
critical care unit

•

Desctibe the age-reiated considerations for the critically ill geriatric patient

•

Define the nursing considerations and management of the critically iH
bariatric patient

Figure 6. Typical ECCO 2.0 lesson objectives.

Both versions of the ECCO include robust expository interactive multimedia
instruction in support of every stated objective. Instruction includes audio, text, static
and dynamic displays of content, and requires interaction. ECCO 2.0 better lltilizes
multimedia and minimizes distractions as previously described. ECCO 1.0 instruction is
purely cognitive in nature while ECCO 2.0 expands upon this slightly by including
affective exercises following each lesson. However, it was found that affect content was
not supported by objective statements. It was also found that these affective exercises
were the only areas of ECCO instruction that approach investigative methods. Figure 7 is
a representative screen shot of the affective and investigatory instruction included in each
lesson review of ECCO 2.0.
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Figure 7. Affective investigatory instruction ofECCO 2.0

To evaluate alignment of assessments ofECCO 1.0 and 2.0 two factors were
considered. First, formative and summative assessments were evaluated with respect to
their measurement of objective content. For example, to determine if assessment
reflected the objective of"discuss the conduction system ofthe heart," assessments were
reviewed to discover if there was an assessment activity related to the conduction system
of the heart. Second, formative and summative assessments were reviewed with respect
to their measurement of the elicited behavior required of the objective. For example, to
determine if assessment reflected the objective of"identify the electrophysiological
properties of the cardiac muscles," assessments were reviewed to discover if there was an
assessment activity that required the identification of such properties.
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With regard to the objective content ofECCO 1.0 and 2.0, the formative
assessments ofboth were not found to be well aligned. That is, some of the objective
content was formatively assessed following each lesson while others were not. For
example, in Lesson 1 of the Care of the Patient with Cardiovascular Disease module the
content of just three of the six stated objectives and their supporting instruction were
formatively assessed utilizing at least one assessment question. This seemingly random
pattern of omission was found in every formative assessment in both versions of the
ECCO. Table 3 APPENDIX H summarizes alignment ofECCO objectives and
assessment and illustrates that 55% of all stated ECCO objectives were actually measured
in formative assessments.
With regard to the objective content ofECCO 1.0 and 2.0, the summative
assessments of both were found to be very well aligned. That is, all objective content
was assessed following each module of both ECCO 1.0 and 2.0 utilizing at least one
assessment activity. Additionally, ECCO 2.0 was found to consistently assess the content
of each objective with multiple assessment questions. This is a dramatic improvement
when it is realized that the objectives of the ECCO tend to include depth of knowledge
that is impossible to fully assess with a single question.
With regard to assessment of the elicited behavior required of the objectives, both
the formative and summative assessments ofECCO 1.0 and 2.0 were not found to be well
aligned in terms of their design in support of the higher level outcomes required for
transfer of education to practice. For example, in the Care of the Patient with
Cardiovascular Disease module of ECCO 2.0 there are seven terminal and 27 enabling

objectives stated. Six of the seven terminal objectives and 24 of27 enabling objectives
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are designed at the Knowledge level (levell) of cognitive objectives. The single
terminal objective designed at the Analysis level (level4) was not supported by any
enabling objectives. The three enabling objectives designed at the Application level
(level4) were in support ofK.nowledge level (Ievell) termmal objectives. Tables 4
through 13 of APPENDIX H summarize data of the level, frequency, and alignment of all
objectives of each module ofECCO 2.0. Figure 12 of APPENDIX H illustrates that 12%
ofECCO 2.0 objectives are designed at level3 or higher. Moreover, less than 3% of
ECCO 2.0 objectives are designed both at level 3 or higher and are supported by lower
level objectives.
While feedback within each activity of the formative assessments of both versions
of the ECCO were immediate and clear, beyond this it was meaningless as correction was
virtually nonexistent and when found is neither insightful nor meaningful beyond the
obvious. However, all formative assessment feedback activities were perfectly aligned
with objective content and instruction. Much like the formative assessments, feedback
occurred immediately upon completion of summative assessments while correction here
too remained virtually absent. Additionally, if a student fails to achieve a score of 80% in
summative assessment they are given a textual cue to repeat the entire module. But
again, all summative assessment feedback activities were perfectly aligned with objective
content and instruction in that specific module and slide numbers wer~ provided
indicating where the correct answer could be found. Further description of the activities
of feedback and correction will be discussed in report of the instructional processes of the
ECCO.
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Given evaluation of the ECCO according to Bloom's key aspect of congruence as
depicted in Figure 1, a handful of informed statements can be reported. First, the
objectives of the ECCO are individually well designed and complete, however, about
98% of them are below the minimum level required for transfer of education to practice.
Second, instruction (expository in nature), is well aligned to objectives with the exception
of affective content, and has been significantly improved within ECCO 2.0. Third,
formative and summative assessments of the ECCO measure about 55% and 100% of
objective content respectively. Fourth, feedback and corrective activities of the ECCO
are virtually nonexistent. These fmdings are graphically summarized in Figure 8, which
illustrates that there is an absence of meaningful feedback 'and correction, that objectives
are below the level required for transfer, and that while summative assessment aspects of
evaluation are well aligned, formative assessment aspects are not.

Figure 8. Congruence of the elements ofECCO instruction.

ECCO 2.0 does demonstrate significant improvement in terms of the delivery of
instruction, or put another way, its instructional strategy. However, these improvements
do nothing to improve congruence. That is, the lack of congruence found in ECCO 1.0
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has been carried forward to ECCO 2.0 and perhaps compounded slightly by omission of
objectives in support the added affective and investigatory instruction. Report of findings
will now tum to the second key aspect ofBloom's theory of learning and instruction,
which are the instruction and learning processes.

Evaluation of the Instruction and Learning Processes of the ECCO
Bloom's theory of mastery learning and instruction (1968) caused a shift in
learning responsibility. In addition to congruency the challenge became providing
enough time and employing instructional strategies so that most students could achieve
the same minimum level oflearning (Bloom). Bloom held that it was a teacher's
responsibility to manipulate the instructional variables under their control to ensure that
most students could attain the specified objectives. According to Bloom's theory, and as
depicted in Figure 2, the processes of mastery learning and instruction can be described
as an iterative mastery loop. That is, the instruction-assessment-feedback cycle repeats
and adjusts until all students have achieved mastery.
Aside from the previous descriptions of ECCO instruction that will not be
reiterated here, the most immediately apparent fmding related to the processes of
instruction of both versions of the ECCO was the duration of initial instruction. More
specifically, both ECCO 1.0 and 2.0 require all students to complete the entire lesson
prior to formative assessment. Rather than conducting a formative assessment early in
the instructional process so that those students already demonstrating mastery of lesson
content and/or rapid aptitude can move on to enrichment activities as well as identifying
those of slower aptitude, both ECCO I. 0 and 2. 0 delay conduct of less than thorough
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formative assessments only following completion of the entire lesson without exception.
Put another way, all students must complete th~ entire lesson regardless of their ability
before progressing to the next lesson. This is further compounded in that formative
assessment data are not readily available for tracking by the instructor. That is, a learner
of slow aptitude could struggle through 25 hours of instruction prior to realization of the
need for variance of instruction (e.g. time and/or strategy). The result is that those
students with existing mastery or rapid aptitude are denied enrichment activity while
slower aptitude students are left adrift.
The next immediately apparent fmding related to the processes of instruction of
both versions of the ECCO was the absence of enrichment activity. Although it could be
argued that the external links located throughout both versions of the ECCO are
enriching, these were largely found to be knowledge required ofboth the formative and
summative ·assessments of the content to which they were linked. Further, in ECCO 2.0
many of these activities were incorporated into the ECCO program itself. For example,
in ECCO 1.0 hemodynamic monitoring instruction was entirely external to the ECCO
itself where as in ECCO 2.0 there is an entire ECCO module dedicated to this topic. In
regards to both ECCO 1.0 and 2.0, there is no enrichment activity, only advancement to
the next module which is effectively restrained by the organization's orientation
schedule.
As previously described, formative assessment feedback was immediate and clear

in so far as being right or wrong, but was not supported by corrective instruction of any
kind. More specifically correct student responses during formative assessment

immediately yield feedback as a combination of a green check mark adjacent to the
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response, a textual display of "Correct" and an audio cue of "That' s right" or "That's
correct." In ECCO 1.0 an incorrect student response immediately yielded feedback as a
combination of a red X or dot adjacent to the response, a textual display of "Incorrect"
and corrective activities that consisted solely of the audio cue "That's incorrect, try
again." ECCO 2.0 included all of the above and attempted to enhance correction through
deletion of the audio cue and inclusion of textual cues such as "These symptoms are
inconsistent with this diagnosis" or "That is not the definition of contractility" coupled
with the textual prompt of "Try again."
In either version of the ECCO, corrective activities of formative assessment were
,limited to audio and/or textual confirmation of the incorrect selection and elicitation of
another selection. Regardless of student performance, all students were textually
congratulated for completion of the lesson and advised to proceed to the next lesson or
the modular summative assessment. Figure 9 is a representative sample from ECCO 2.0.

Care of Patients with Renal Disorders
...c<rte Kldn2y Injury

Sceoano
Acute- tubular necrosis has three phases.

0 3Clslon 5: Wltat pl\ase of acute tubUlar n ecrosis Is M,. Pratt experiencing?

€> Click 10 ~elect your t:UlS'\.W::Jt.
0 Oliguric
Not quite.

0 DiUretic

This i:s mllhe phase or aart.e tubular ~Is

r-.1r. Prattise:eperlenc;iog.

0Recovery
0

None 9f the abuVE:

I

Chck ctose an<! try again.

L. . . . . . ·- - --- -·-··!.~2!!. · · · -··-···-··-···-·

Figure 9. Formative feedback and correction of ECCO 2.0
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Within the summative assessments of both ECCO 1.0 and 2.0 feedback was again
relatively immediate and correction virtually absent. The learner received summative
feedback immediately following completion of the entire summative assessment. Correct
responses were again noted with familiar green checkmarks and a textual message of
"Correct." Incorrect responses are brought to learner attention with the familiar red X
and "Incorrect" text. Corrective activity ofECCO 1.0 includes a textual note to the
actual module, lesson, and slide number of the correct assessment item answer without
explanation. ECCO 2.0 attempts to improve corrective activity via a textual note that
refers the student to the module, lesson, and topic containing the correct assessment item
answer. Figure 10 illustrates this via a screen shot of feedback and correction activities
from the Pulmonary Anatomy and Physiology summative assessment of ECCO 2.0.

End Test Results

Figure 10. Summative feedback and correction of ECCO 2.0
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In both versions of the ECCO if a summative assessment score of 80% or better
was achieved the learner was briefly congratulated via textual display and told they may
now proceed to the next module. If a summative assessment score of less than 80% was
achieved the learner was told to review the entire module again. This could mean
repeating up to 25 hours of instruction. There was no meaningful correction and there
was no variance in instruction. The student is simply required to repeat the instruction as
many times as may be necessary to achieve a passing score. However, the ECCO
Instructor's Manual recommends only allowing the student 2 or 3 attempts. No other
recommendation is given.
Following comparative analysis and evaluation ofECCO instruction according to
Bloom's key aspect of an iterative mastery loop process as depicted in Figure 2, some
informed statements can be reported. First, neither version of ECCO instruction allowed
for student aptitude. That is, student performance did not matter in terms of initial
instruction. Second, neither version of ECCO provided enrichment activity. Third,
neither version ofECCO required demonstration of formative assessment mastery.
Fourth, both versions of ECCO provided immediate and clear formative and summative
feedback in so far as right and wrong and nothing else. Fifth, neither version ofECCO
provided meaningful corrective instruction. Rather, learners were directed to complete
identical instruction as may be necessary to achieve mastery. Sixth, neither version of
ECCO varied instruction. These fmdings are graphically summarized in figure 11.
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Complete Lesson Instruction

Complete Lesson Instruction
(New Module)

Figure 11. Instruction and learning processes of the ECCO.

Note: The Complete Lesson Instruction-Formative Assessment-Feedback processes are repeated until all module lessons have been
completed, which is then followed by summative assessment

Summary
The advent ofECCO 2.0 has done nothing to improve the instruction and learning

processes ofECCO 1.0. The discount of potential student competence through lack of
early and real formative assessment, as well as the lack of enrichment activities,
meaningful feedback, effective corrective instruction, and variance of instruction, has
been carried forward from ECCO 1.0 to ECCO 2.0. When these are considered with the
results of evaluation of congruence it can be said that the ECCO program of instruction
has little in common with Bloom's theory of mastery learning and instruction. Further,
nearly all objectives of the ECCO program of instruction are not at the level required for
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transfer of education to practice while the few that are simply are not supported by lower
level objectives. Put another way, the ECCO program of instruction has serious
instructional design flaws and does not well reflect Bloom's theory of mastery learning
and instruction. Having answered the first research question through a participant
program evaluation of the ECCO program of instruction, report will now tum the
findings of heuristic methodology.

Heuristic Results and Discussion
Heuristics is an internal investigation where one systematically examines their
own experience of a phenomenon to more fully understand its nature and meaning
(Moustakas, 1990, 1994; Patton, 2002). Heuristics was employed to guide the gathering
and analysis of data of the actual experience of becoming a critical care nurse using the
ECCO. This was done to determine what effect, if any, the use ofthe ECCO had on the
participant RN in becoming a critical care RN. Report of findings will be summarized
according to the process of heuristics.

-,

Initial Engagement

The initial engagement phase began in July of 2007 for the compelling reasons
stated in Chapter 3. Briefly, these were the combination of the author's career-long
desire to become a critical care RN and the reported successes of nursing educators that
had administered the ECCO program; August of 2007 was spent in thought and
consultation where the topic of the instructional evaluation of the ECCO from the

perspective of a new to critical care RN was developed. During September of 2007 the
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author conducted a survey of hospitals meeting the criteria of being located within a 50
mile commute, that used or were willing to use the ECCO, and that agreed to hire the
author as anew to critical care practice RN. Three hospitals in the California Central
Valley met study criteria. Interviews were conducted at each facility. Hanford
Community Medical Center was selected due to proximity, enthusiasm, and flexibility.
Immersion began September 28th, 2008.

Immersion

Living and breathing the experience of using the ECCO to become a critical care
RN began with just that. In September following several planning meetings with
administration, nursing administration, nursing education, and ICU management and
preceptors, an eleven-week orientation plan was developed (see APPENDIX B). The
first week of orientation was reserved for basic hospital orientation activities with the
subsequent ten weeks for orientation to the ICU. The plan was developed for ECCO 1.0
as ECCO 2.0 was not yet available. The plan was developed as recommended by the
ECCO Instructor Manual as a blended computer-based (ECCO) and clinical-based (ICU)
orientation to the ICU.
Heuristic data gathering began in the immersion phase through reflective memo
entries following each day of orientation. In keeping with accepted heuristic practices,
entries in the form of informal conversational self-dialogue included brief summary of
activities followed by thoughts and feelings related to the experience of the ECCO
program. At this time no effort was made to qualify, categorize, or organize data in any
way. The process was found to be similar to the reflective memoing process employed
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and developed by the instant author with the assistance of the dissertation committee
chair and select committee members in previous academic pursuits. The following is the
entire journal entry that was gathered following completion of the 30-minute introductory
module Introduction to Critical Care Nursing. It is provided to illustrate the self-dialogue
data gathering process.

Module 1 (ECCO 1.0)- Introduction to Care of tbe Critically Ill
Lesson 1- Introduction to the AACN
This module was completed at the computer lab of the hospital. I could
have completed it at home, but I wanted to establish myself in the
computer lab so that when I need to do the ECCO there I'll be familiar
with the environment. I also wanted to be seen at the hospital going to
class so that folks would know that I was actually doing something and
not just showing up on the unit 30 minutes after everybody else got there.
The normal ICU shift is 0700- 1900 or 1900- 0700. Since my first two
days are basic orientation I'm doing them on day shift. After I've been
oriented to the basic nursing stuff (e.g. scavenger hunt, basic care routine
& equipment/supply issues) & admin skills stuff (e.g. environment of care
stuff like fire drills, hazardous spills, utility system failures etc.) I' 11 switch
over to nights as the idea my clinical preceptor has that I also agree with is
nights will give me more time to focus on critical care issues with my
patients.
I showed up at 0600 and did the 3 0 minute introductory module and then
had 30 minutes to do my journal. I clocked in so the night shift could see
the new guy and then went to the computer lab. After I finished the
module I went back to the ICU and did my journal there on one of the MD
computers so that the day shift folks could see me too.
I'm not sure why I'm feeling compelled to do this so that everybody can
see me working/studying other than I want to make a good first impression
and that I know I'll be more focused with people watching me.

So what did you think?
Overall, I thought it was a pretty good 'typical' overview and orientation
to the critical care nursing community and the ECCO program.

That 's a great politically correct answer. What do you really mean?
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Alright then, here goes ... I thought it was pretty boring and pretty much
a waste of time.

How so?
I know that everybody wants to set the tone & credibility for their
professional community up front as well as describe and define this so that
everybody is on the same page for maximum benefit of the profession and
the human race, but the way it was done was excruciating and 'holier than
thou' at times.

Explain?
Let's start with the basic design. It's an interactive web-based setup as
advertised. It was pretty easy to access the program. If you can read &
send email &/or surf the web you're qualified. At first glance it looks
smooth. The graphics are very nice. There are a few intuitive buttons and
an animated display. It's very much like using one of the web's more
popular multimedia products/formats such as iTunes, QuickTime Player,
RealPlayer, or MediaPlayer. Then the voice starts.

The voice?
The voice sounds like a haggard old nurse who smoked for 30+ years and
is being forced to do this as some sort of penance under the exclusive
tutelage of the guy who narrated all those boring school movies I slept
through in the 70's. Her voice and pacing are both quite monotonous. At
times I found myself wondering where the sentence had begun after we
had trundled off somewhere through several dramatic pauses or extended
bulleted points about something I missed while I was lamenting to myself
about how much longer these 16 slides could possibly take. But
fortunately, the text to the audio was also visible at the left, which gave me
something to focus on so that I could get through a slide without too much
distracting thought about the pros & cons of various forms of suicide.

Okay, that's the part about boring, what about "holier than thou"?
Well, right up front the voice describes the ECCO & how it works. She
makes it sound like some amazingly interactive intervention. In reality it's
your typical PowerPoint presentation with some external links & lecture
notes/handouts. And the "interactive" part smacks of being the poor sap
teacher picked to run the clicker for the slide show because of your innate
ability to wait for the beep. There's nothing spectacular about that.
However, it can't be denied that a really good thing is that you can surf
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around a bit to play a slide over if you're daydreaming . .Overall it is a
decent intervention, but, just not as big of bag of chips as they seem to be
making it out to be. Marketing & credibility I suppose accouilt for this.
So while I get it, I don't appreciate it. I wish they would just start with the
material, as that would answer any questions I might have about how it's
going to work without risking overstatement.

Goon.
Then there's the part about the Synergy Model of critical-care nursing and
the graphics that go with it. Synergy Model? It's the basic nursing care
model: Assign the patient to a nurse that has the skill to care for them and
be sure to involve and respect their and their family's wishes/values as
much as you can. So, if you put it into a yin-yang graphic & change its
name it's something new? It seems to me like they're trying to take credit
for something that's wide spread in nursing by changing the graphic and
the name. Didn't somebody once say everything that's old is new again?
Then there's the "Foundations for the Standards of Care." Here it seems
like they've ripped off the 'b asic nursing process and added a step so that
it's not overly blatant. I couldn't help but think why don't they just say
something like "Just like any practice area in nursing, the standards of care
are achieved through the nursing process." And the part that kills me is
that the extra step they've added to the basic nursing process is actually
part of the previous step of the process. Anybody that goes to nursing
school and graduates knows that the Nursing Diagnosis component of the
nursing process includes the identification ofNursing Interventions as
well as measurable Outcomes. Why blow that out as another step? Sure
you could mention it if you want to make a point of stressing outcomes.
But putting it in another step to the nursing process as well as coining the
whole thing with a unique label is perplexing, not to mention distracting. I
understand that they're trying to establish critical care nursing as its own
thing, but to do that by modifying the basic nursing process seems
confusing. For me it would be better if the introductory module briefly
described how easy the ECCO is to pilot and how critical care nursing
builds on the foundations of nursing that we all learned in nursing school.
And if you did that with some bumper music & a dynamic narrator, in my
opinion, it would take half as many slides and inspired confidence rather
than feelings of apprehension.

Feelings of apprehension? Can you explain that please?
Okay, it makes me feel like they're trying to be tricky; like they're going
out of their way to make the easy harder than it needs to be. I mean, I'm
already nervous about raising my game to include seriously ill patients; I
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don't need the easy stuff to be confusing too. I'd prefer to have familiar
stuffbuilt upon rather than reinvented. It makes my spider senses go off
and wonder "okay, what's next, how can they make this harder?"

Do you suppose any of this is because you're nervous or scared?
Absolutely, only a reckless nurse wouldn't be. But that doesn't mean that
a professional organization should fail to realize this in their training
program. Everybody knows that RNs right out of school or in new
practice settings are uncomfortable. Is it too much to ask that the initial
training module at least reflects this to some degree?

You sound almost upset.
I suppose I am to some degree. I was just expecting something a bit more
polished and recognizing of the situation. Something like "Hello and
welcome." We know you're taking a big step up, but you've made it this
far and we're going to build on those successes and support you to ensure
you're going to make it" rather than "Hey you, the whole idea behind
critical care nursing is totally different than the nursing process, but not
really because all the diagrams and descriptions are really just a thinly
veiled expansion of the basic nursing process that we're going to pretend
is new so that we can screw you up a bit before we hit the care stuff just
because we can."

Alright, enough ofthat. Did you learn-anything?
Not really. It was sort of a waste of time.
Do you think this will impact anything you 'll do in the next 2 days of
"Basic nursing & admin skills"?
Probably not, but we' 11 see.

Anything else you want to mention?
Yeah, the end of lesson quiz was a joke. It was an exercise in basic word
recognition. Not much value added. And you didn't even have to get the
answers right to move on. The "best" part was the feedback when you got
a question wrong. The haggard monotone voice says "That's incorrect, try
again." I was expecting something more than "Wrong, guess again." I
would have preferred if I would have been told why my answer was
wrong or why a particular answer was right rather than just "right or
wrong."
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Initial entries were extensive, that is, of several pages duration. However,
because of the unvarying manner in which the ECCO was executed from module to
module, the author found brevity and focus related to the description of the ECCO itself
as immersion progressed. At first, as seen above, each ten minutes of instruction
generated about a page of dialogue. However, as immersion progressed dialogue related
to the ECCO itself shortened to a short paragraph or two for an entire module and then to
a brief phrase. The following is the entire dialogue gathered after completion of the fmal
ECCO module Care of the Patient with Multisystem Disorders, which is 8 hours duration.

Module 9 (ECCO 1.0)- Care of the Patient with Multisystem Disorders
Lessons 1-4
How did it go today?
Same shit, new dai Thank Christ I'm through with the last module.

Anything new to report?
Nope, it's the same boring old ECCO. I just shut off the audio, surf &
read through the text boxes as fast as I can, try to pass the quizzes once,
and fail the final exam. Then I study what I don't know in the critical care
book I've already ·told you about or ask my preceptor to try and explain it.

No new insights or feelings or anything?
No, I'm just glad to be done with the ECCO and can't wait to turn in my
fmal passing exam.

Aren 't you excited that you're basically done with orientation and are
practicing independently?
Sure, I just hope to God that I don't kill anybody.

Really?
Really, I mean, yeah, it looks like I've completed orientation successfully.
I've done all the modules and by tomorrow or the next day at the latest I' 11

have passed all the tests. All the check blocks are filled. But there is tons
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of stuff that I don't know or forgot already. I'm sure it's just a matter of
time until the right patient is in the right place at the right time. I'm done
with orientation and the AACN says I'm smart enough. But I know that
I'm still a rookie. The 'ole synergy model simply does not address the
realities of staffing and geographic limitations. The good news is I've got
plenty of folks in the ICU thatl can ask for help. The bad news is I
already know more than some of them, which is pretty dam scary.
Heuristic journaling continued through out the entire duration of the ECCO program of
instruction, which corresponded to weeks 2- 9 of the 11-week scheduled orientation.
APPENDIX I is the entire data set that was gathered.

Incubation
The initial incubation period began December 161h 2007 following succe~sful
completion of the ECCO and orientation to the ICU and lasted until January 15\ 2008. At
this time the participant RN took a two week Christmas holiday with family. During this
period the participant RN did not practice clinical nursing and did not access the ECCO
program. No data were gathered during this time.

Illumination
During the illumination period tacit knowledge and intuition yield conscious
awareness of qualities that are clustered into themes (Moustakas, 1990). Illumination
began January 1, 2008. To facilitate illumination 2008 the participant RN began to
reflect upon and memo the immersion journals and resumed working part-time in the
ICU as a successfully oriented critical care RN. Working in the ICU was done primarily
to remain engaged in the practice of critical care nursing as well as to meet the newly
established minimum practice standards of the Navy Nurse Corps. Illumination
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continued through February of 2008.
Weekly memos were recorded and document the distillation of the four key
themes of Background and Setting, the ECCO Itself, the Workaround, and
Internalization. The following, which is an excerpt of data near the end of the
Illumination period, illustrates the realization of these fmdings:
Okay, here's the deaL I've got some definite themes defined.
There are four basic themes two of which have definite subsections.
These themes are:
1) Background & Setting - here I felt compelled to basically
describe where I was actually doing the ECCO. Initially I felt a
need to do it where I could be seen by others, and then I opted for
the convenience of home.
2) The ECCO Itself- here I describe what it is like to use the
ECCO. There are 2 basic categories of description that align with
my mixed feelings for the ECCO.
a) The Media- here I talk about the ECCO in terms of
actual use. I like it, it's good Gust like the literature describes).
b) The Instruction- here I talk about the actual instruction
of the ECCO. I don't like it for several reasons which amount to
I'm not able to pass, or feel that I can pass, the exams after one or
more passes through the instruction and that it's not helping me in
the clinical very much.
3) The Workaround- here I describe how I use metacognition to
achieve mastery on the ECCO exams and clinically primarily
through use of materials other than the ECCO.
4) Internalization- here I describe how I feel about the experience
ofECCO Instruction (3b) and the Workaround (4). These data can
be divided into two recognizable sub-themes:
a) External- here I describe how this experience has made
me feel about entities external to my self such as the ECCO and
the AACN. The feelings are frustration and resentment.
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b) Internal - here I describe how this experience has made
me feel internally about myself. These feelings are mainly
negative and include fear, frustration, lack of self-confidence, and
apprehension. However, there is some brief recognition of feelings
of accomplishment too.

APPENDIX J is the actual illumination data set that was gathered and demonstrates the
distillation of these themes. It is also of note that there were short periods of incubation
within illumination where the investigator removed himself from the illumination process
for brief periods of time with subsequent return until illumination was felt to be fully
satisfied. Again, no data were gathered during incubation.

Incubation

Fallowing the illumination period another period of incubation was implemented.
During this two-week period of time the participant RN did not engage in heuristic
methods. The participant RN continued to work part-time as an ICU RN to keep himself
engaged in the practice of critical care nursing as well as to satisfy the minimum clinical
practice requirements of the Navy Nurse Corps. Again, rio data were gathered during
incubation.

Explication

During explication focusing and indwelling were used to discover a more
complete awareness ofthe experience (Moustakas, 1990). That is recurring attention was
focused inward on the themes of illumination and incubation. Beginning March 16, 2008
the author retreated to his isolated, shaded backyard most mornings and evenings to
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attempt to explicate in solitude, peace, and quiet. Daily memos were summarized weekly
as with illumination. This entire data set is found in APPENDIX K.
Initially, the theme of Background and Setting was realized to be nothing more
than a convention to stimulate the self-dialogue process. Because there was no real
meaning as related to the purpose and research questions of the study, this theme was
discounted from consideration. The following excerpt from explication data illustrate
this realization:
After spending a week of focusing and indwelling it is clear to me
that the true nature of the theme of background and setting is that it is an
ice-breaker for immersion memoing and that's it. That is, it doesn't really
have anything to do with the study itself other than it's a simple and easy
way for me to begin and get comfortable with the self-dialogue process.
This theme appears only in the early immersion memos and then
extinguishes, which tells me that I'm subconsciously realizing that it's
really not that important and that I'm feeling more comfortable with the
self-dialogue memoing as it progresses.

The theme ofthe ECCO Itself in terms ofmedia was also realized to be less than
useful to the study. Beyond confirming the literature in an area not under investigation
there is no value to the study. The following except illustrates this realization:
The Media part basically confirms the literature and is related to
strategy ofthe ECCO, which isn't the focus ofmy study. It's an
identifiable theme, but like Background and Setting, doesn't offer much to
the study beyond confirming that I agree the strategy is well executed like
the literature describes. But because this is already established and my
study is not interested in instructional strategy, I'm throwing it out too.

A portion of the ECCO Itself theme as it related to instruction was also discovered
to be of no real value to the study. Although there were feelings generated about Ec; o
instruction, the genesis of these feelings was discovered to be the insecurities of the
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participant RN and not the ECCO. While potentially meaningful, it was realized that this
too was not directly related to the focus of the study and was set aside. The following
excerpt illustrates this realization:
There is also a theme related to ECCO instruction that I haven't focused
on too much to point. That is, that early in my orientation process I didn't
fmd too much "critical" content: I was expecting more. While this caused
feelings of frustration, apprehension, and even fear this was not a result of
ECCO instruction. Rather, these feelings came from me. That is, because
I initially failed to realize that critical care nursing includes everything
acute care nursing does as well as critical care, I wasn't expecting there to
be any acute content. However, I came to realize the error of my
assumption during the initial content module (cardio). That and I've also
come to realize that new graduates are now going straight into critical
care, so the acute instruction is warranted.

The larger portion of the theme ofthe ECCO Itself in terms of instruction was
found to support both research questions directly as did the themes of The Workaround
and Internalization. Through explication it was found that the ECCO Itself in terms of
instruction does not well reflect mastery learning and instruction. As a result of ECCO
instruction the participant RN resorted to a metacognitive workaround to demonstrate
both exam and clinical mastery. This resulted in feelings of accomplishment that were
out weighed by internal feelings directed at the AACN/ECCO (frustration and
resentment) and even more intense feelings directed to self (fear, lack of confidence, and
apprehension). These negative feelings directed at self compel the participant RN to
leave critical care nursing. The following excerpts illustrate these findings:
The ECCO instruction theme is big. It is a key theme and
definitely strongly related to my study. It is directly related to both
research questions.
I know that the ECCO is missing key aspects ofBloom's theory.

The parts impacting me are lack of variance of instruction and the lack of
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corrective instruction.
I also intuitively realized that more than 1 pass through the ECCO
is all the time I can afford to the ECCO. By switching modes to primarily
text-based and even internet-based other than ECCO I'm able to more
effectively use the time I have to successfully complete my exams
(demonstrate mastery) according to my schedule as well as practice
competently.
On a subconscious level I knew I needed to do something else to pass the
exams on schedule and to make myself clinically competent, so I did.
In my case I simply turned to metacognition. That is, I switched
up the mode of instruction and based on the feedback from the ECCO just
studied what I thought I should study in order to pass the exam. However,
I didn't resort to this until after failing the second content module exam
(pulmonary) twice after using just the ECCO. Once I did that it was
intuitive that the ECCO just wasn't going to cut it for me.

While demonstration of competence does yield some internal
feelings of accomplishment these are overshadowed by a host of other
internal and negative feelings.
The most dominant negative feeling related to the AACN/ECCO is
frustration. I'm frustrated that I'm not achieving mastery using the
ECCO. The ECCO instruction itself :frustrates me. At first I thought that
perhaps I was projecting my own shortcomings onto the ECCO. But after
realizing that I've always been a very highly performing academian,
especially in nursing, it's probably not entirely my fault. I'm a good
learner, but even I have my limits. Four or more hours of purely
expository instruction exceeds my capacity to learn familiar and new
content at the mastery level.
I'm also resentful of the AACN. I resent the AACN for putting out
a product that requires me to teach myself what I don't know at my own
expense.
Even though I know I've been very successful in nursing both
clinically and administratively and have no reason to think that I won't
continue to be, every time I complete a module I have definite negative
feelings directed toward myself regarding my ability to pass the exam and
to safely care for critical patients. There's the usual pre test anxiety of
course, but that's not what I'm talking about. What I'm talking about is
more related to practice than to tests. I know I'll pass the tests eventually.

I don't know ifl'm a decent ICU RN.
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I feel fear. I'm afraid that I won't recognize something that could
result in injury or death of my patient.
I feel a lack of self confidence. I'm not confident that I have what
it takes to be a critical care nurse.
I feel apprehension. This is most salient just prior to going onto a
shift. I dread that I'll get a particular type of patient that we won't be able
to handle .
. . . it's called practice for a reason. Mistakes will be made, not everything
will go as hoped, patients will die despite the best of efforts, and it's a
continual learning process. I know all of this. Nevertheless, I feel ill
prepared. I do not want to stay in critical care without better preparation.

Creative Synthesis
As previously discussed, the creative synthesis results ofheuristic methods were
incorporated into this chapter and chapter 5. That is, heuristic findings are frrst reported
in this chapter. Then heuristic fmdings will be synthesized with evaluation fmdings in
chapter 5. This synthesis will be instrumental to framing the discussion of the final
chapter of this study. Having presented fmdings of participant program evaluation and
heuristic methods, attention will now tum to findings, implications, recommendations,
and conclusion.
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CHAPTERV
FINDINGS, IMPLICATIONS, RECOMMENDATIONS, AND CONCLUSIONS

Introduction
In this final chapter, study results will be summarized, 'interpreted, and qualified
as fmdings. Implications of the study for the profession will then be discussed.
Following this, recommendations for instruction, program improvement, and future
research will be stated. Finally, the chapter will close with a brief summary of the entire
study.
Once again, this study combined heuristic and participant program evaluation
methodologies through investigation of two research questions: (1) How well does the
Essentials of Critical Care Orientation program adhere to Bloom's theory of mastery
learning and instruction? And(2) what effect, if any, does this have on the participant
RN? Examining both outcome and process has yielded deeper insight than either could
provide alone. Discussion will now turn to findings.

Findings
Participant program evaluation fmdings demonstrate that the ECCO program of
instruction consists of approximately 66 hours of expository instruction with little to no
meaningful feedback, corrective instruction, or enrichment activity, is not well aligned,
and has significant design flaws related to objectives in regards to transfer of instruction
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and to the processes or events of instruction. This was found to result in the participant
RN being left to his own devices to achieve mastery. Heuristic fmdings demonstrate that
the effect of these findings on the participant RN was feelings of frustration, resentment,
fear, lack of confidence>and apprehension that outweighed feelings of accomplishment
as well as a compulsion within the participant RN to leave critical care nursing practice.
Another finding that has gone heretofore unmentioned that warrants revelation
~ere

is that which is found when participant outcome data are evaluated as recommended

by the ECCO Instructor 's Manual. This determination is based largely, if not entirely, on
the sumrnative assessment scores that are recorded within the ECCO program databases.
Nursing educators that administer the ECCO access these databases to monitor program
participation and ultimately to determine if successful completion of the ECCO has been
achieved. The ECCO Instructor's Manual recommends that a student be considered
successful when they have achieved a score of at least 80% on a summative assessment
following a maximum of two or three attempts.
When one makes ajudgment based solely on this data one may be lead to make
the flawed assumption that the ECCO program of instruction has resulted in mastery of
content. However, the results of the participant program evaluation reveal that the ECCO
is not designed in a manner to best achieve mastery for all learners nor to transfer this
mastery to practice. Moreover, heuristic fmdings indicated that mastery was achieved not
because of, but rather, in spite ofECCO program instruction. Further, the effect of
ECCO instruction was ultimately withdrawal of the participant RN from critical care
practice despite successful completion of the ECCO and orientation to the ICU. But, an
alternate explanation of such a result ofECCO program instruction is plausible.
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Alternate Explanation
On the face of it, it could be argued that the participant RN, as a successful
administrator enjoying ever-increasingly senior administrative assignments, simply just
could not or did not want to handle the demands of critical clinical practice and would
have withdrawn to the comforts and familiarity of administrative practice anyway. This
is not a plausible argument for several reasons. First, the Navy Nurse Corps requires the
participant RN to maintain clinical proficiency through clinical practice. Accordiflgly,
the participant RN has chosen to continue to practice nursing outside the scope of critical
care.
Second, critical care nursing was found by the participant RN to be less physically
and emotionally demanding than acute care practice. This was primarily because acute
care practice requires caring for at least 2.5 times the number of patients during a given
shift. While it is true that the level or acuity of care is not as intense in acute care, the
higher acuity of critical care nursing was nevertheless found to be more than effectively
balanced by a 60% to 80% reduction in patient assignments of an ICU average shift.
Acute care nursing is more demanding due to the higher volume of care.

Third, the participant RN harbored a desire to become a Certified Registered
Nurse Anesthetist (CRNA). As a result of this study fulfillment of this desire is a very
near reality as it would require only minimal continued critical care practice to render the
author eligible for full scholarship in the Navy Nurse Corp's highly respected CRNA
program at Georgetown University. This circumstance was found to be compelling.
However, because the participant RN does not feel
aspirations, they have been resigned.
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adequat~ly

prepared to pursue such

Lastly, through participation in this study the author has completed enough
critical care experience to qualify for an annual bonus of several thousand dollars from
the Navy Nurse Corps through continued maintenance of critical care competence.
Again, because the participant RN does not feel adequately prepared to pursue critical
care, such fmancial compulsion was not enough to compel the author to continue critical
care practice. So, while it would be professionally, personally, and fmancially
advantageous for the participant RN to continue critical care nursing practice, these
enticements have nevertheless been effectively counterbalanced.

Implications
The findings of this study suggest those responsible for implementation of the
ECCO program of instruction are not aware of some fundamental principles of
instructional design. Findings also suggest such circumstance has yielded unintended
consequences that may actually perpetuate the registered nursing shortage crisis. Equally
important are what the fmdings of this stUdy do not suggest. That is, findings do not
suggest that use of the ECCO will yield improved student achievement. Taken together,
these fmdings suggest that other than arguably modest gains in organizational orientation
costs anecdotally described in the literature, there is no instructional benefit of use of the
ECCO. Discussion will now turn to the reasoning of these implications.

Instructional Design
A few fundamental principles of instructional design are seemingly ignored in
execution of the ECCO program of instruction. First among these is that it is well
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established within educational literature that there are no student achievement differences
in terms of instructional media, rather, student achievement is linked to instructional
design. Despite this, proponents of the ECCO focus exclusively on a narrow variety of
web-based media at the neglect of instructional design considerations. It is seemingly
assumed that invariable use of a few web-based media will ensure student achievement.
This perhaps at least partly explains the absence of discussion of student achievement
within the ECCO literature. Further supporting this flawed assumption is the lack of
concern for instructional evaluation within the ECCO literature, which too is a
fundamental design oversight as it is the only measure of a program's ability to achieve
the desired instructional result. Nevertheless, instructional evaluation remains ignored
within ECCO literature and advertisement to point.
Perhaps the most significant principle of instructional design that is ignored
within the ECCO concerns the use of objectives. It is well known that at least lower level
cognitive objectives are hierarchical in nature. Therefore, one is ill-advised to assume
students will achieve higher level objectives in the absence of instruction and practice in
mastery of lower level thinking for reasons other than their own metacognition. Despite
this, the ECCO employs objectives in a manner inconsistent with this truth as follows.
Although the stated goal of the ECCO is to ensure mastery ofthe minimum
competencies required of orientation to critical care nursing that are articulated in the
higher level objective statements of standards of practice, ECCO objectives are almost
exclusively ofthe lowest level. Further, the majority of the few ECCO objectives that are
stated at higher levels are ill-designed in support of lower level objectives, which is to say
they've got it backwards. Use of objectives within the ECCO also ignores that
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transference of education and training to actual practice requires at least the application
level of instructional objectives and instruction. Nevertheless, fewer than 3% ofECCO
objectives are designed and correctly implemented in a manner where instruction can be
expected to yield the higher level outcomes required of critical care nursing practice.
Even more striking is that none of the few occasions of sound objective design
and instruction are supported by repetition or practice. Therefore, one can reasonably
anticipate that only those RNs already possessing the requisite metacognition and/or
knowledge will achieve mastery using the ECCO program of instruction. When it is
realized that the instructional strategy of the ECCO is opening the door of critical care to
nurses with unproven knowledge and metacognition, it is not unreasonable to suspect that
ECCO student achievement may actually be worse than student achievement resultant of
traditional methods. Ergo, the reported strategic gains in ECCO access and efficiency
could be effectively mitigated by attrition.

Effect ofECCO Instruction
As previously stated, the effect of ECCO instruction on the participant RN was
the generation of feelings of frustration, resentment, fear, lack of confidence, and
apprehension which in sum outweighed feelings of accomplishment and yielded a
compulsion to leave critical care practice. These manifestations sound familiar when one
recalls the discussion of factors contributing to the RN shortage. That is, these same
feelings are reported among nurses leaving the profession due to reasons of
dissatisfaction and burnout. Moreover, these manifestations are identical to those
associated with erosion of high levels of positivism known to fade over the extended
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duration of critical care orientation, which is strongly correlated with critical care RN
retention, vacancy, and turnover rates. That is, as positivism falls so does retention,
which causes a rise in vacancy and turnover rates.
The implication of this awareness, while at first perhaps startling or even
defeating, nevertheless illustrates the not so surprising result of employing the usual,
known, or familiar in attempting to deal with a problem. That is, it is not surprising that
simply changing from traditional to web-based media in instruction does not appear to be
capable of achieving a meaningful impact on the instruction of critical care nursing
orientation. Rather, to those familiar with fundamental principles of instructional design,
such an outcome should be expected. This is not to suggest that the author anticipated as
much. To the contrary, the author too allowed his enthusiasm for web-based media
confuse his judgment. In fact, it is only this creative synthesis of fmdings that has
allowed for this admittedly unforeseen yet now obvious realization.

Summary ofImplications
Analysis of the findings of this study suggest that while the ECCO program of
instruction may very well streamline and standardize the process of orientation to critical
care nursing, it can not be reasonably assumed that the ECCO will positively impact
student achievement nor that the successful RN will remain within critical care nursing
and/or nursing any longer than before. Moreover, analysis suggests that the ECCO may
actually achieve lesser student achievement and can have the same effect of yielding
outcomes known to be compounding fue RN shortage. Put another way, this study yields
no evidence to support a conclusion that the ECCO will do much to counter the
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challenges of the RN shortage other than to perhaps get RNs into and out of critical care
more rapidly and arguably more efficiently that ever before. However, these implications
do form a basis from which informed recommendations can be made.

Recommendations
Given the implications of the findings of this study several informed
recommendations can be made. These recommendations can be divided into the two
categories of instructional recommendations and research recommendations.
Instructional recommendations are subdivided into global and ECCO instructional
recommendations and will be discussed initially. Following this will be discussion of
future research recommendations.

Global Instructional Recommendations
First, as nursing educational administrators we must realize that quantum
improvements are needed to meet the demands of the RN shortage. We must realize that
such improvement will require more than change in media. Mastery learning and
instruction is known to be capable of quantum instructional improvement on the order of
an effect size of as much as 1.7 standard deviations. As such it is recommended as an
instructional model.
Second we must remind ourselves that instructional design is the key factor in
achieving desired student outcomes. Further, we must also realize that instructional
evaluation is the only way to verify and replicate instructional efficacy and is the basis
for program improvement. To continue to ignore such examination of the ECCO is to
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remain in denial of the reality that we have no idea of the efficacy ofECCO instruction.
Nor do we have a basis for knowing if the implemented improvements make a difference
in terms of instructional outcome. Therefore it is recommended that we as individual
nursing educational administrators acquire, or seek the assistance of those with, verifiable
skill in the principles of instructional design.
Third, we must realize that professional education is not dependent solely on
professional competence. We must realize that professional education is also at least
equally dependent on educational and instructional competence. Further, the soundness
of both need be continuously evaluated throughout the design, implementation, and
improvement phases of any instructional program. Therefore it is reiterated at the level
of the profession that we acquire, or seek the assistance of those with, verifiable
competence in the principles of education and instructional design.
As one may have gathered by this point, it is the author's recommendation that
the profession of nursing education follow the lead of other graduate level specialty
nursing practice areas. It is recommended that the profession of nursing education
implement verification procedures in an effort to better ensure delivery of evidence-based
best practices so as to protect nursing and therefore the public from incompetent
educational practices. Realizing the long-term range of such recommendations, focus

will now tum to more direct suggestions that in the mean time could be used to effect
more immediate improvements in the ECCO program of instruction.
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ECCO Instructional Recommendations
First, it is recommended that the ECCO Instructor and Administrator manuals be
updated. That is, ECCO instructors need to be given specific instructions and
recommendations for implementation of a blended learning program that includes how to
adjust curriculum based on student aptitude. Additionally, ECCO administrators need to
be given specific instructions related to the interpretation of student data. ECCO
administrators need to be provided with techniques for verifying whether mastery is
attributable to instruction, metacognition, or existing competence. This will require
development and inclusion of additional formative assessments focused on the ECCO
program itself and student perceptions in a manner consistent with principles of mastery
learning and instruction that reflect varying learner aptitude.
Second, the stated objectives ofthe ECCO need to be improved in terms of their
ability to provide instruction capable of yielding transferable higher level outcomes. That
is, terminal objectives need to be designed on a level at least of that of application and
higher. Further, enabling objectives need to designed at lower levels and successively
progress to higher levels. Additionally, opportunity for repetition and practice of
progressive knowledge and skill must be afforded to truly achieve long-term mastery.
Again it is critical that these improvements be designed in a manner so as to reflect
varying learner aptitude.
Third, formative assessment should be modified. That is, not only does formative
assessment need to be more closely aligned to reflect achievement of all enabling
objectives, it must also occur earlier in the process of topical instruction. This will of
course not only identify learners of slower aptitude, but will also effectively identify
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those of existing competence or rapid aptitude who are in need of advancement of
instruction and/or enrichment activity.
Fourth, formative and summative corrective instruction must be improved.
Correction must be modified to include meaningful feedback and corrective instruction.
That is, feedback should immediately include instruction as to specifically why a
particular answer is not correct or not the best answer rather than simply directing the
learner to where a correct answer may be found within a particular lesson. Such
instruction will likely reduce the urge to simply guess on repeated formative assessments.
Additionally, such instruction will take advantage of student heightened awareness and
desire/willingness to know that typically immediately follows correction of a meaningful
summative assessment. Further, the database of formative assessments must be
expanded. Such expansion will minimize guessing on repeated formative assessments as
well as reduce the false sense of competence resultant of simple word or selection
recognition. Lastly in this regard, corrective instruction should not mimic methods that
have just proven ineffective. That is, corrective instruction should take a different
approach than primary instruction.
Fifth, a formal decision related to enrichment activity must be made. Enrichment
activity must be specifically incorporated into the ECCO in a measurable way, or, it must
be formally decided that enrichment activity other than advancement to the next topic,
lesson, or module will not be included within the ECCO. While it could be argued that
such dismissal would be counter to mastery theory, it can be effectively argued that
principles of androgogy as well as the duration ofECCO instruction balance this
om1sswn. In either case, a theory-based construct should be implemented whose efficacy
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can then be measured and evaluated in subsequent program monitoring rather than
continuing to simply fail to recognize and/or ignore this omission.
Sixt~

instructional methods need to be varied. That is, redundant instruction that

maximizes a wider variety of methods supported by web-based technology should be
incorporated into ECCO instruction. Rather than the predictable pattern of expository
audio, textual, and occasional 2-dimensional animated presentations, investigatory roleplaying videos, 3-dimensional representations, and intuitive and adaptive scenarios
should be incorporated in a more random sequence. This would of course require robust
expansion of instructional media and methodology.
Lastly, a specific content or competence search option should be incorporated into
the basic visual design of the ECCO display. This would allow for more rapid and pinpoint identification of particular concepts of interest Such an improvement would better
support the practicing RN especially in terms of high risk and/or low volume procedures
unique to particular practice settings and patient populations.
Such recommendations, if implemented, would also likely mitigate the negative
effects of instruction experienced by the participant RN. But again, until such
recommendations are implemented there is no real way to know if this is true beyond the
hunch of the instant author. Having addressed general instructional and ECCO
instruction recommendations, discussion will now tum to future research.

Future Research
Research of the ECCO program of instruction needs to move beyond anecdotal
case study. Rather, it is recommended that study of the ECCO follow the more
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traditional and recognizable path of empiric educational research literature. Specifically,
replicable and comparative studies of student achievement need to be conducted and
reported. Such studies could be used to refute or confirm the initial implications of
ECCO instruction provided by this study. In any case, such study would yield more
meaningful insight into ECCO program instruction. Such insight is critical to better
dealing with the challenges of the worsening RN shortage.
However and in addition to such studies as well as the previous recommendations,
it is suggested that nursing education and its administration would be well severed by
further study .o f the instructional evaluation of the ECCO program itself. Again, this is
the missing piece of instructional design necessary for meaningful insight into ECCO
program efficacy as well as program improvement. More than this isolated independent
study is required. Having explored recommendations for instruction, ECCO
improvements, and future research, a brief summary of the study will be presented.

Summary
In recent years the U.S . has begun to experience a worsening shortage of

registered nurses that is adversely impacting the safety of patients. This shortage is most
pronounced within the critical care nursing practice community. This shortage is
projected to continue to worsen in the U.S. and abroad. The American Association of
Critical Care Nurses (AACN) has taken action to address this

~hortage.

One of the

AACN' s primary interventions has focused on streamlining and standardizing the
educational process of orientation to critical care nursing practice.
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In 2002 the AACN released the web-based Essentials of Critical Care Orientation
as a gold standard for critical care RN orientation. Since then the ECCO has been widely
adopted in over 700 hospitals in the U.S. and abroad. It has been reported anecdotally
that the ECCO standardizes critical care nursing orientation and does so in a flexible,
resource-preserving manner that is appreciated by organizations and student users alike.
These reported fmdings appear to confirm achievement of the instructional goal and
strategy ofthe ECCO.
Report of instructional evaluation of the ECCO as well as how this impacts the
participant RN has heretofore gone silent within the literature. There is no report of how
well the ECCO supports achievement of the minimum competence/mastery learning
requirements of critical care nursing practice. Because of this absence of report, nursing
educational administers have no basis other than assumption for conclusion that the
reported benefits of the ECCO outweigh the costs. We simply do not know if the ECCO
provides instruction in a manner better, worse, or otherwise when compared to traditional
methods.
Within education literature, mastery learning and instruction has been reported to
yield an effect as great as 1. 7 standard deviations when compared to traditional methods.
In light of this, the author conducted a heuristic participant evaluation ofthe ECCO
program to investigate (1) How well does the ECCO adhere to Bloom's theory of mastery
learning and instruction? And (2) what effect, if any, does thiS have on the participant
RN? If the ECCO was found to be consistent with mastery learning and instruction,
nursing educational administrators could reasonably expect superior outcomes, which
would help counter the effects of the RN shortage. Additionally, if the process of the
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ECCO itself yielded a neutral or positive perception from the participant RN, the
anticipated outcome could be reasonably expected to further mitigate the challenges of
the critical care RN shortage.
Analysis of evaluation data demonstrated that the ECCO program of instruction
does not closely adhere to the principles of mastery learning and instruction nor does the
design of the ECCO suggest that mastery, if achieved, will transfer to practice. Further,
heuristic methods suggest that the process of the ECCO yielded negative perceptions
within the participant RN. These perceptions were similar to those known to be
contributing to current difficulties in RN retention, vacancy and turnover rates.
Further analysis suggests that the ECCO may very well streamline and
standardize the process of orientation to critical care nursing. However, it can not be
reasonably assumed that the ECCO will yield neither a higher student achievement nor
that the successful RN will remain within critical care or the profession of nursing any
longer than before. This means that there is no evidence to support a conclusion that the
ECCO will do much to counter the challenges of the RN shortage other than to get new to
critical care RNs into and out of critical care more rapidly and arguably more efficiently
that ever before. Further, there is no basis for the conclusion that the ECCO will help
minimize the negative trend in compromised patient safety.
There are, however, recommendations that if implemented could be expected to
ver.ify and improv~ the efficacy ofECCO instruction in terms of both outcome and
process as well as improve the professional education of nursing educators. These
recommendations are categorized as global instructional recommendations, ECCO
instructional recommendations, and recommendations for future research. Global
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mstructionaf recommendations include:
1) Use of mastery theory as the basis of instructional design.
2) Acquisition of, or assistance from those with, instructional COJl!petence.
3) Parity of professional and educational competence.
ECCO instruction recommendations include:
1) Specific instruction for ECCO instructors and administrators.
2) Proper configuration of objectives.
3) Alignment, expansion, and earlier formative assessment.
4) Meaningful feedback and corrective instruction.
5) Conscious decision related to enrichment activity.
6) Variety of instruction.
7) Precision of search capability.
Future research recommendations include:
1) Limited descriptive case studies.
2) Student achievement studies.
3) ECCO instructional evaluation studies.

Closing
While the AACN should be applauded for taking action to counter the challenges
of the critical care RN shortage as well as for making definite improvements in the
ECCO, much more remains to be done before we can reasonably expect improvement in
critical care orientation instruction and its impact on the RN shortage.
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APPENDIX A. AACN STANDARDS OF CARE

Standards of Care for A elite and Critical Care Nursing

Standard of Care 1: Assessment
THE NURSE CARING FOR ACUTE AND CRITICALLY ILL PATIENTS
COLLECTS RELEVANT PATIENT HEALTH DATA.

Measurement Criteria
1. Data collection involves the patient, family, and other healthcare providers as
appropriate to develop a holistic picture of the patient's needs.
2. The priorjty of data collection activities is driven by the patient's immediate
condition and/or anticipated needs.
3. Pertinent data are collected using appropriate assessment techniques and
instruments.
4. Data are documented in a retrievable form.
5. Data collection process is systematic and ongoing.

Standard of Care II: Diagnosis
THE NURSE CARJNG FOR ACUTE AND CRITICALLY ILL PATIENTS
ANALYZES THE ASSESSMENT DATA IN DETERMINING DIAGNOSES .

Measurement Criteria
1. Diagnoses are derived from the assessment data.
2. Diagnoses are validated throughout the nursing interactions with the team
consisting of the patient, family, and other healthcare·providers, when possible
. and appropriate.
3. Diagnoses are prioritized and documented in a manner that facilitates determining
expected outcomes and developing a plan of care.
4. Diagnoses are documented in a retrievable form.
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Standard of Care ill: Outcome Identification
THE NURSE CARING FOR ACUTE AND CRITICALLY ILL PATIENTS
IDENTIFIES INDMDUALIZED, EXPECTED OUTCOMES FOR THE PATIENT.

Measurement Criteria
1. Outcomes are derived from actual or potential diagnoses.

2. Outcomes are mutually formulated with the patient, family, and other health care
providers, when possible and appropriate.

3. Outcomes are individualized in that they are culturally appropriate and realistic in
relation to the patient's age and present and potential capabilities.
4. Outcomes are attainable in relation to resources available to the patient.

5. Outcomes are measurable and should include a time estimate for attainment, if
possible.

6. Outcomes provide direction for continuity of care so that the nurse's competencies
are matched with the patient's needs.

7. Outcomes are documented in -a retrievable form.

Standard of Care IV: Planning
THE NURSE CARING FOR ACUTE AND CRITICALLY ILL PATIENTS
DEVELOPS A PLAN OF CARE THAT PRESCRIBES INTERVENTIONS TO
ATTAIN EXPECTED OUTCOMES.

Measurement Criteria
1. The plan is individualized to reflect the patient's characteristics and needs.
2. The plan is developed collaboratively with the team, consisting ofthe patient,
family, .and healthcare providers, .in a way that promotes each member's
contribution toward achieving expected outcomes.
3. The plan r-efl-ects .current acute and critical care nursing practice.

4. The plan provides f-or continuity ofcar-e.
S. Priorities for care are established.

6. The plan is documentedto promote continuity of care.
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Standard of Care V: Implementation
THE NURSE CARING FORACUTE AND CRITICALLY ILL PATIENTS
IMPLEMENTS INTERVENTIONS IDENTIFIED lN THE PLAN OF CARE.

Measurement Criteria

1. Interventions are delivered in a manner that minimizes complications and lifethreatening situ-ations.
2. The patient and family participate in implementing the plan of care based upon

their ability to participate in and make decisions regarding care.
3. Interventions are documented in a retrievabte manner.

Standard of Car.e VI: Evaluation
THE NURSE CARING FOR ACUTE AND CRITICALLY ILL PATIENTS
EVALUATES THE PATIENT'S PROGRESS TOWARD ATTAINING EXPECTED
OUTCOMES.

Measurement Criteria
1. Evaluation is systematic, ongoing, and criterion-based.

2. The team consisting.of patient,. family, and healtb.care providers is involved in the

evaluation process as appropriate.
3. Evaluation occurs within an appropriate time frame after interventions are

initiated.
4. Ongoing assessment data are used to revise the diagnoses, outcomes, and plan of
care as needed.
5. Revisions in diagnoses, outcomes, and plan of care are documented.
6. The effectiveness of interventions is evatuated in relation to outcomes.
7. The patienfs responses to interventions are
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APPENDIX B. ECCO ORIENTATION SCHEDULE

September 28th, 2007

MEMORANDUM
From: Mitch Seal
To:
Director ofNursing
Via: Education & Training, ICU Preceptor, & ICU Manager

Subj: ORIENTATION SCHEDULE
1. This memo docwnents the agreed upon plan for orientation to the ICU using the
ECCO.
2. Orientation will be achieved through a blended experience of computer-based (ECCO)
and clinical-based (ICU) education and training as follows:
Organization & Basic Nursing Orientation: September 30th - October 6th
Day
Activity
Time
Sunday
Off
Monday
Organization Orientation
8 hrs
Tuesday
Service Plus Training
8 hrs
Wednesday Nursing Orientation
8 hrs
8 hrs
Thursday_
PIC Training
PIC Training
4hrs
Friday
4hrs
Basic Nursing Skills
Saturday
Off
Total Time 40 hrs
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Day
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

Day
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

Day
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

ICU Orientation Week 1: October 7th - 13th
Activi_ty

Time

Off
ECCO - Introduction to Critical Care Nursing
0.5 hrs
ICU- Basic Nursing & Administrative Skills
11.5 hrs
ICU- Basic Nursing & Administrative Skills
12 hrs
Off
ECCO - Care of the Pt with Cardiovascular Disorders
4 hrs
ECCO - Care of the Pt with Cardiovascular Disorders
4 hrs
ICU
8 hrs
Off
Total Time 40 hrs

ICU Orientation Week 2: October 14th- 20th
Activity
Time
ECCO- Care of the Pt with Cardiovascular Disorders
4 hrs
ICU
8 hrs
Off
ICU
12 hrs
Off
Off
ECCO - Care of the Pt with Cardiovascular Disorders
4 hrs
ICU
12 hrs
Total Time 40 hrs

ICU Orientation Week 3: October 2lst_27th
Activity
Time
ECCO - Care of the Pt with Cardiovascular Disorders
4 hrs
ICU
8 hrs
12 hrs
ICU
Off
4 hrs
ECCO- Care of the Pt with Cardiovascular Disorders
Off
Off
ICU
12 hrs
Total Time 40hrs
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Day
Sunday

ICU Orientation Week 4: October 28th- November 3rd
Activity
ECCO - Care of the Pt with Pulmonary Disorders

rcu
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

Day
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

Time
5 hrs
7 hrs

Off
ICU
12 hrs
Off
Off
ECCO- Care of the Pt with Pulmonary Disorders
4hrs
ICU
12 hrs
Total Time 40 hrs

ICU Orientation Week 5: November 4th -lOth
Activity
ECCO- Care of the Pt with Renal Disorders
ICU
Off
Off
Off
ECCO- Care of the Pt with Neurologic Disorders
ICU
ICU
Total Time

ICU Orientation Week 6: November 11th- 17th
Activity

Time
4.5 hrs
7.5 hrs

4 hrs
12 hrs
12 hrs
40 hrs

Day
Sunday

Off

Monday

ECCO - Care of the Pt with Neurologic Disorders

4hrs

Tuesday
Wednesday
Thursday
Friday
Saturday

ICU
ICU
Off
Off
ICU
ECCO :..:_ Care of the -:Pt with Endocrille D-isorders
Total Time

8 hrs
12 hrs
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Time

12 hrs
4hrs
40hrs

Day
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

Day
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

ICU Orientation Week 7: November 18th- 24th
Activ!ty
ICU
Off
ECCO - Care of the Pt with Gastro-Intestinal Disorders
ICU
Off
Off
PIC Intermediate Training
ECCO- Care of the Pt with Hematologic Disorders
ICU
Total Time

ICU Orientation Week 8: November 25th- December 1st
Activity
Off
ECCO - Care of the Pt with Multisystem Disorders
ICU
ECCO - Care of the Pt with Multisystem Disorders
ICU
Off
Off
ICU
Off
Total Time

Time
12 hrs
4 hrs
8 hrs

4hrs
1hr
11 hrs
40 hrs

Time
4 hrs
8 hrs
4 hrs
8 hrs

12 hrs
36 hrs

ICU Orientation Week 9: December 2nd- 8th
Time
12hrs
12hrs

Activity

Day

Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

ICU
ICU
Off
Off
ICU
Off
Off

12 hrs

Total Time 36 brs
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Day
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

ICU Orientation Week 10: December 9th- 15th
Activity
ICU
ICU
Off
Off
ICU
Off
Off

Time
12 hrs
12 hrs

12 hrs

Total Time 36 hrs

1«/1 chy
/0.!7'·/
M. J. Seal
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APPENDIX C. ECCO INSTRUCTOR MANUAL EXCERPT
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INTRODUCTION
Welcome to Essentials of Critical Care Orientation! This exciting web-based program offers 64 contact
hours of critical care nursing education. There are 9 modules included in this program beginning with an
introductory module that cftscusses the critical care environment, patients and the nurse, and includes
content on the Synergy Model and ethic of care. The remaining modu~ cover content on major body
systems, as well as multisystem disorders. These modules are organized around anatomy and physiology,
assessment and diagnostic tools, common disorders in the critically ill adult and patient management
principles. Also included as part of the cardiovascular module is the Pulmonary Artery Catheter Education
Project (PACEP), a multi-lesson presentation on hemodynamic monitoring and the management of
pulmonary artery catheters.
ECCO offers a unique opportunity to create an orientation experience that meets the needs of the nurse
Ieamer and the institution. The foRewing information is intended to provide the educator with suggestions
for combining the flexibility and "just-in-time" characteristics of ECCO, with tried and true learning acfivities
to create an orientation experience that offers a program of instruction based on the learners individualized
needs.

Blended Learning
Essentials of Critical care Orientation (ECCO) provides the basic didactic content of a critical care training
course in a self-paced, interactive, just-in-time format Combining the flexibility of ECCO with traditional
educational activities such as clinical preceptorships, discussion groups, or reading assignments is referred
to as blended learning. Blended learning provides the opportunity for flexibility and creativity in designing a
unique orientation experience for nurses new to critical care.

Advantages of Blended Learning
It is important to understand the benefits of both electronic, and traditional learning activities when
implementing a blended learning environment. The electronic format of ECCO offers numerous advantages
including:
•

Consideration of preferred learning style. Visual learners can take advantage of the rich graphics
that support the content, as well as the text located to the left of the slide field on the screen. If
learning is reinforced in an aural manner, the audio track will serve this preference.
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•

Adjustment to learners' pace. The time spent on each topic can be customized to the needs of
each individual Ieamer through the ability to repeat sections for additional reinforcement, or to skip
content areas that have been· mastered. This individualization reduces Ieamer frustration and
anxiety that may be experienced in a traditional classroom setting where the knowledge and
experience levels may vary significantly.

•

Content availability. ECCO is available online 24 hours a day, seven days a week. This "anytime·
opportunity for learning allows adjusbnents to scheduling to fit the needs of both learners and
educational staff. Learning can take place when the individual learning is at peak motivation, rather
than when classroom time is available.

•

Content consistency. The ECCO content has been created, tested, and validated by content
experts and will be updated on a regular basis to reflect current nursing knowledge and practice.
Each individual Ieamer will receive the same high quality information in a consistent and reliable
manner.

•

A limitation of electronic learning methods is the absence of face-to-face interactions that, because
of the nature of critical care nurse training, are an important adjunct to learning. The advantages of
traditional learning activities include:
•

Social interaction. Human nature is to seek out others to share and benefit from their
insights and experiences.

•

Familiarity and comfort. Face-to-face activities such as d"ISCUSSions and team
presentations are more familiar to learners and may represent a comfort level that is
difficult to give up when using self-paced activities alone. Combining the two types of
learning may also help to bridge the gap and make the transition to electronic learning
methods easier.

•

Interactive environment. Closely related to socialization, the opportunity to share
experiences and ask questions provides the Ieamer the opportunity to clarify content
learned through the self-paced modules and benefit from the learning of others in similar
situations.

Adjunctive Learning Activities To Consider
The number of adjunctive learning activities is limited only by one's imagination. Here are a few
suggestions that you might want to consider when designing your complete orientation experience.
•

Discussion groups. Electronic learning is limited in its ability to provide opportunities to. ask
questions and clarify content. Brief, regular meetings with the nurse Ieamer can provide this
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opportunity to enhance learning. These meetings can be formal or informal, and can include other
nurse learners, preceptors, managers, or other members of the health care team depending on the
needs identified. Other content that might be presented during these discussions may include
institution-specific procedures; care protocols, documentation methods, or other similar topics.
•

Post-clinical conferences. This technique can be implemented to discuss events and experiences
in the clinical arena, identifying both strengths and areas for improvement in clinical application of
the knowledge gained through ECCO. Typically, the educator, preceptor, and Ieamer would be
present and the plan for ongoing orientation needs would be documented.

•

Case study presentations. Case studies offer the Ieamer a safe environment in which to apply the
concepts learned through didactic training to simulated clinical situations. This can be
accomplished individually or in groups. There are several options for presenting case studies
including face-to-face discussion, written materials with multiple choice or scenario based
evaluation questions, or through the use of electronic niedia such as video or CD-ROM.

•

Written materials. The references that support the content contained in ECCO are listed within the
program. Any of these could be made available to the nurse Ieamer and additional reading,
corresponding to topics being presented, could be assigned to reinforce and enhance the ECCO
content. Other written materials used may in dude current dinical'joumal articles or institutionspecific documents such as policies and procedures.

Planning Your Orientation Experience
Using ECCO as a didactic foundation allows you the ability to be creative in planning the orientation
experience for each individual nurse Ieamer. It is beneficial to have the Ieamer complete the modular exam
prior to beginning that module. This will assist in identifying areas of knowledge strength, and opportunities
for knowledge enhancement. Portions of, or even entire lessons, may be bypassed if the Ieamer
demonstrates proficiency through this pre-assessment activity.
In addition, consider incorporating one or more of the adjunctive learning activities into your program.
Evaluate any additional information you would like to include in your orientation experience, the time you
have available, and which of the activities would be best suited to achieving your goals. Be creative!
Finally, develop an orientation schedule for each individual Ieamer. The possibilities are endless and wiU be
dependent on the needs of your organization and the resources available to you. A sample schedule is
provided on the next page and competency checklists are provided with a detailed description of each
module's content. Congratulations and good luck on this exciting adventure!

-1nstn-uctor'-sManual--------------- .rAMERICAN
ASSOCIATION
ver t oAilg 2002

5of70

168

0 CRITICAL-CARE

NURSES

APPENDIX D. SAMPLE ECCO LESSON OBJECTIVES

EssENTIALS or-

CRITICAL CARE
ORIENTATION

Lesson Objectives

Module: Care of the Patient with Cardiovascular
Disease
Lesson: Cardiovascular Anatomy &Physiology

Upon completion of this lesson you will be able to:
•

Identify the major anatomical structures and the associated physiology of
the cardiovascular system.

Describe the structures and functions of the components of the
cardiovascular system
Discuss the conduction system of the heart
Describe cardiovascular blood now
Identify the electrophysiological properties of the cardiac muscles and
the phases of the cardiac cycle
Define and discuss cardiac output, stroke volume, preload, afterload
and contractility
'
Describe the neurohormonal regulation of the cardiac system
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APPENDIX E. SAMPLE ECCO STUDENT NOTEBOOK
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Lesson Take-away

Lesson: Cardiovascular Anatomy & Physiology
Topic:

Lesson Review

Topic One: Structures and Functions
Introduction
In this lesson, we will discuss the structures and functions of the heart. We will review
the conduction system, the circulatory system, electrophysiology of the heart, and the
cardiac cycle. Finally, we'll discuss cardiac output and autoregulation.

Heart Muscle
•
•
•

Has 31ayers (epicardium, myocardium, and endocardium) and a surrounding
sac called the pericardium
Location: In the mediastinum, above the diaphragm, and is surrounded on both
sides by lung
Shape: Resembling triangle, with base parallel to the right edge of the sternum

Heart Chambers
•
•

The right side of the heart is a low pressure system and the left side is a high
pressure system and each side has an atrium and ventricle.
Here is the Right Atrium (RA,) Right Ventricle (RV,) Left Atrium (LA,) Left
Ventricle (LV,) and the Medial Wall separating the RVand LV.
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Valves
•
•
•
•

The heart contains the two atrioventricular valves (AV) and two semilunar
valves as well as the Chordae T endineae and the Papillary Muscles
AV valves are Tricuspid Valve and Mitral Valve
Semilunar valves are Pulmonic Valve and Aortic Valve
Chordae Tendineae and Papillary Muscles work together to prevent valve
leaflets from turning inside out.
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APPENDIX F. SAMPLE ECCO PRACTICE PEARL

Each module comes with its own E·Learning notebook that contains a
summary of each indMdual lesson along with the "Resources" that are
attached to this course.
If you would like a place to tak.e notes as you progress through the course,

be sure to download and print the E·Learning notebook from the "My
Training" page.
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APPENDIX G. SAMPLE ECCO GLOSSARY

Cardiovascular Anatomy & Physiology
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Cachexlc:
A state of malnutrition. wasting and ill heanh (TabEm; medical dictionary)

Cardiac enzymes:
Also known as markers, are proteins that are released as a result of cardiac cell injury or dea tiL These
proteins are sensitive and reliable in indicating the degree of myocardial damage. and Include creatinine
kinase (CK.), myoglobin, lactate dehydrogenase, or lOH, troponln I and troponin T.
Cardiac Output (CO):
As the volume of blood ejected from the heart over 1 minute, and Is referred to in liters per minute. Normal CO
ranges from 4 to 6 Umin. Deletminanfs of CO are heart rate and stroke volume. The equation Is Cardiac
Output equals the heart rate times the stroke volume. Thereiore, if either the heart rate or the stroke volume
incre<l$es or decreases on the right side of the eq1,1ation, CO on the left side will increase or decrease
accordingly.
Cardiac tamponade:
When there is an a<;cumulaUon or fluid in the pericardia! sac which progresses until the point. where it causes
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APPENDIX H. ECCO OBJECTIVES DATA

Table 3 illustrates the number of objectives for each ECCO module and the
number of these objectives that were actually measured in formative and summative
assessments.

Table 3. Alignment of Objectives and Assessments
Number of
Objectives

Formative
Assessment

Summative
Assessment

27

17

27

Care of the Pt w/ Cardiovascular Disease

30

16

30

Care of the Pt w/ Pulmonary Disorders

34

19

34

Hemodynamic Monitoring

37

16

37

Care of the Pt w/ Neurologic Disorders

26

16

26

Care of the Pt w/ Gastrointestinal Disorders

18

13

18

Care of the Pt w/ Renal Disorders

21

13

21

Care of the Pt w/ Endocrine Disorders

17

9

17

Care of the Pt w/ Hematologic Disorders

14

4

14

Care of the Pt w/ Multisystem Disorders

10

7

10

55%

100%

Module
Introduction to the AACN

Percent of objectives reflected in assessments

Note. While all objectives were reflected in sumrnative assessment; 45% of objectives were omitted from formative assessment.
Additionally, several formative assessment items were not supported by objectives,
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Table 4 reflects the behaviors required of the objectives of the Introduction to
AACN ECCO module as well as the level and frequency of objectives in this module.
All objectives in this module are at level1 (Knowledge).

Table 4. Introduction to the AACN Objective Behaviors
Terminal
Objective
Behavior

Level Frequency

Enabling
Objective
Behavior

Level Frequency

Defme

1

2

N/A

N/A

NIA

Describe

1

12

N/A

NIA

N/A

Discuss (recite) 1

5

NIA

N/A

N/A

1

8

N/A

NIA

N/A

Identify

Note. Level3 terminal objectives (Application) are the minimum level required for transfer of education to practice.
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Table 5 reflects the behaviors required of the objectives of the Care of the Patient
with Cardiovascular Disease ECCO module as well as the level and frequency of
objectives in this module.

Table 5. Care of the Patient with Cardiovascular Disease Objective Behaviors
Terminal
Objective
Behavior
Assess

Level Frequency
4
I

Enabling
Objective
Behavior
None*

Level Frequency
N/A
NIA

Define

I

1

Compare
Describe
IdentifY

Describe

1

I

Discuss (recite) 1
1
IdentifY

6

4*
I
1

I
1
3

1

1

I

Compare
4*
Discuss (recite) I
1
IdentifY

2
2
1

Discuss(recite) I

1

Discuss (recite) 1

4

Discuss(recite) 1

1

1

I

Describe
I
Discuss (recite) 1
1
IdentifY

3
2
1

Describe

IdentifY

Note. Level3 terminal objectives (Application) are the minimum level required for transfer of education to practice. Learning at
higher levels is dependent on having attained prerequisite knowledge at lower levels. Level4 (Analysis) terminal objective is not
supported by lower level enabling objective(s). Level4 enabling objectives do not support Ievell terminal objectives.
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Table 6 reflects the behaviors required of the objectives of the Care ofthe Patient
with Pulmonary Disorders ECCO module as well as the level and frequency of objectives

in this module.

Table 6. Care of the Patient with Pulmonary Disorders Objective Behaviors
Terminal
Objective
Behavior
Describe

Describe

Level Frequency

1

1

1

1

Enabling
Objective.
Behavior
Describe
Identify
Interpret

Level Frequency
1
1

Compare
Describe

1
2*

2
1

4*

3
5

1

1

1

Compare
4*
Describe
1
Discuss (recite) 1

Discuss (recite) 1

1

None

Discuss (recite) 1

1

Discuss (recite) 1

1

Describe

1
1
1

NIA

NIA

Describe
Identify

1
1

1
1

Compare
Describe
Discuss (recite)
Identify

4*
1
1

1
3
4
1

NIA

NIA

1

Evaluate

6

1

None*

Identify

1

1

Describe
1
Discuss (recite) 1

2
2

Note. Level 3 terminal objectives (Application) are the minimum level required for transfer of education to practice. Learning at

higher levels is dependent on having attained prerequisite knowledge at lower levels. Level 6 (Evaluation) terminal objective is not
supported by lower level enabling objective(s). Level4 (Analysis) and \eve12 (Comprehension) enabling objectives do not support
level 1 (Knowledge) terminal objectives.
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Table 7 reflects the behaviors required of the objectives of the Hemodynamic
Monitoring ECCO module as well as the level and frequency of objectives in this
module.

Table 7. Hemodynamic Monitoring Objective Behaviors
Terminal
Objective
Behavior
Describe

Level Frequency
1
1

Enabling
Objective..
Behavior
Level Frequency
Describe
1
1
Discuss (recite) 1
3
Identify
1
3

NIA

Discuss(recite) 1

2

None

Discuss (recite) 1

1

Describe
1
Discuss (recite) 1

3
1

Discuss (recite) 1

1

Describe
1
Discuss (recite) I
Identify
1

2
1
1

Discuss (recite) 1

1

Identify

1

3

1

1

Describe
Identify

1
1

1

Describe
Discuss (recite)
Identify
Interpret

1
1

1
1

1

4

2*

1

Identify

Identify

Identify

1

1

1

1

Describe
1
Discuss (recite) 1
Identify
1

N/A

1

3
1
3

Note. Level3 terminal objectives (Application) are the minimum level required for transfer of education to practice. Learning.at
higher levels is dependent on having attained prerequisite knowledge at lower levels. Level2 (Comprehension) enabling objective
does not support level 1 (Knowledge) terminal objective.
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Table 8 reflects the behaviors required ofthe objectives of the Care of the Patient
with Neurologic Disorders ECCO module as well as the level and frequency of objectives

in this module.

Table 8. Care of the Patient with Neurologic Disorders Objective Behaviors
Terminal
Obj~ctive

Behavior
Compare

Level Frequency
1
4

Enabling
Objective.
Behavior
Level Frequency
4
Compare
2
Discuss (recite) 1
2

4.

1.

Describe
Identify

1
1

Discuss(recite) 1

1

Analyze
Describe
Identify

4*
1

Correlate

2
3
1

1

2
1

N/A

N/A

Discuss (recite) 1

6

None

Identify

1

1

Describe
1
Discuss (recite) 1

2
1

Identify

1

1

Discuss (recite) 1
Identify
1

2
1

Note. Level 3 terminal objectives (Application) are the minimum level required for transfer of education to practice. Learning at
higher levels is dependent on having attained prerequisite knowledge at lower levels. Level4 (Analysis) enabling objective does not
support level 1 terminal objective.
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Table 9 reflects the behaviors required of the objectives ofthe Care ofthe Patient
with Gastrointestinal Disorders ECCO module as well as the level and frequency of
objectives in this inodule.

Table 9. Care of the Patient with Gastrointestinal Disorders Objective Behaviors
Terminal
Objective
Behavior
Describe

Level Frequency
1
1

Discuss (recite) 1

1

Enabling
Objective
Behavior
Describe
Compare
Describe
Identify
List

Level Frequency
1
6
4*
1
1
1

2
1
1
1

Identify

1

1

Discuss (recite) 1
Identify
1

2
2

Identify

1

1

Describe
1
Discuss (recite) 1
Identify
1

1
1
1

Note. Level3 terminal objectives (Application) are the minimum. level required for transfer of education to practice. Learning at
higher levels is dependent on having attained prerequisite knowledge at lower levels. Level4 (Analysis) enabling objective does not
support level 1 terminal objective.
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Table 10 reflects the behaviors required of the objectives ofthe Care of the
Patient with Renal Disorders ECCO module as well as the level and frequency of
objectives in this module.

Table 10. Care of the Patient with Renal Disorders Objective Behaviors
Terminal
Objective
Behavior
Assess

Level Frequency
4
1

Enabling
Objective
Behavior
Level Frequency
Discuss (recite) 1
1
Identify
1
1

NIA

NIA

Compare

4

1

None*

Compare

4

1

Compare
4
Discuss (recite) 1

5
2

Describe

1

1

Differentiate
4*
Discuss (recite) 1

3
1

Differentiate

4

1

Compare
4
Discuss (recite) 1
List
1

1
3
1

Identify

1

1

Differentiate
Discuss (recite)
Identify
List

1
1
1
1

4*
1
1
1

Note. Level3 terminal objectives (Application) are the minimum level required for transfer of education to practice. Learning at
higher levels is dependent on having attained prerequisite knowledge at lower levels. Level4 terminal objective is not supported by
lower level enabling objective(s). Level 4 (Analysis) enabling objectives do not support Ievell terminal objectives.
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Table 11 reflects the behaviors required of the objectives of the Care of the
Patient with Endocrine Disorders ECCO module as well as the level and frequency of
objectives in this module.

Table 11. Care of the Patient with Endocrine Disorders Objective Behaviors
Termin.al
Objective
Behavior
Describe

Level Frequency
1
1

Enabling
Objective
Behavior
Identify

Level Frequency
4
1

Describe

1

1

Identity

1

9

Identity

1

1

Identity
Outline

1
2*

1

Outline

2

1

Defme
1
Discuss (recite) 1
Identity
1

1

1
1

1

Note. Level 3 terminal objectives (Application) are the minimum level required for transfer of education to practice. Learning at
higher levels is dependent on having attained prerequisite knowledge at lower levels. Level2 (Comprehension) enabling objective
does not support level 1 terminal objective.
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Table 12 reflects the behaviors required of the objectives of the Care of the
Patient with Hematologic Disorders ECCO module as well as the level and frequency of
objectives in this module.

Table 12. Care of the Patient with Hematologic Disorders Objective Behaviors
Terminal
Objective
Behavior
Analyze

Level Frequency
4
1

Enabling
Objective
Behavior
Identify

Level Frequency
1
8
N/A

Describe

1

4

None

Identify

1

1

Describe
1
Discuss (recite) 1

NIA
1
1

Note. Level 3 terminal objectives (Application) are the minimum level required for transfer of education to practice.

Table 13 reflects the behaviors required of the objectives ofthe Care of the
Patient with Multisystem Disorders ECCO module as well as the level and frequency of
objectives in this module.

Table 13. Care of the Patient with Multisystem Disorders Objective Behaviors
Terminal
Objective
Behavior
Compare

Level Frequency
1

1

Enabling
Objective
Behavior
Level Frequency
Discuss (recite) 1
5
Identify
1
1

Note. Level3 terminal objectives (ApplicatiOTi) are the minimum level required for transfer of education to practice.
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Figure 12 illustrates the level, frequency, and alignment of ECCO program
objectives. Note that 12% of objectives are designed at level 3 or higher. Less than 3%
of objectives are both designed at level3 or higher and are properly aligned.

1

Level

2

3

4

6

5

Figure 12.. Level, frequency, and alignment of objectives.
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APPENDIX I. IMMERSION DATA

10/8/07
Module 1 (ECCO 1.0)- Introduction to Care of the Critically Ill
Lesson 1 - Introduction to the AACN
This module was completed at the computer lab of the hospital. I could have completed
it at home, but I wanted to establish myself in the computer lab so that when I need to do
the ECCO there I' 11 be familiar with the environment. I also wanted to be seen at the
hospital going to class so that folks would know that I was actually doing something and
not just showing up on the unit 30 minutes after everybody else got there.
The normal ICU shift is 0700-1900 or 1900-0700. Since my first two days are basic
orientation I'm doing them on day shift. After I've been oriented to the basic nursing
stuff (e.g. scavenger hunt, basic care routine & equipment/supply issues) & admin skills
stuff (e.g. environment of care stuff like fire drills, hazardous spills, utility system
failures etc.) I'll switch over to nights as the idea my clinical preceptor has that I also
agree with is nights will give me more time to focus on critical care issues with my
patients.
I showed up at 0600 and did the 30 minute introductory module and then had 30 minutes
to do my journal. I clocked in so the night shift could see the new guy and then went to
the ·computer lab. After I fmished the module I went back to the ICU and did my journal
there on one of the MD computers so that the day sift folks could see me too.
I'm not sure why I'm feeling compelled to do this so that everybody can see me
working/studying other than I want to make a good fu:st impression and that I know I'll
be more focused with people watching me.

So what did you think?
Overall, I thought it was a pretty good 'typical' overview and orientation to the critical
care nursing community and the ECCO program.

That's a great politically correct answer. What do you really mean?
Alright then, here goes ... I thought it was pretty boring and pretty much a waste oftime.

How so?
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I know that everybody wants to set the tone & credibility for their professional
community up front as well as describe and defme this so that everybody is on the same
page for maximum benefit of the profession and the human race, but the way it was done
was excruciating and 'holier than thou' at times.

Explain?
Let's start with the basic design. It's an interactive web-based setup as advertised. It was
pretty easy to access the program. If you can read & send email &/or surf the web you're
qualified. At first glance it looks smooth. The graphics are very nice. There are a few
intuitive buttons and an animated display. It's very much like using one of the web's
more popular multimedia products/formats such as iTunes, QuickTime Player,
RealPlayer, or MediaPlayer. Then the voice starts.

The voice?
The voice sounds like a haggard old nurse who smoked for 30+ years and is being forced
to do this as some sort of penance under the exclusive tutelage of the guy who narrated
all those boring school movies I slept through in the 70's. Her voice and pacing are both
quite monotonous. At times I found myself wondering where the sentence had begun
after we had trundled off somewhere through several dramatic pauses or extended
bulleted points about something I missed "\hile I was lamenting to myself about how
much longer these 16 slides could possibly take. But fortunately, the text to the audio
was also visible at the left, which gave me something to focus on so that I could get
through a slide without too much distracting thought about the pros & cons of various
forms of suicide.

Okay, that's the part about boring, what about "holier than thou"?
Well, right up front the voice describes the ECCO & how it works. She makes it sound
like some amazingly interactive intervention: In reality it's your typical PowerPoint
presentation with some external links & lecture notes/handouts. And the "interactive"
part smacks of being the poor sap teacher picked to run the clicker for the slide show
because of your innate ability to wait for the beep. There's nothing spectacular about
that. However, it can't be denied that a really good thing is that you can surf around a bit
to play a slide over ifyou're daydreaming. Overall it is a decent intervention, but, just
not as big of bag of chips as they seem to be making it out to be. Marketing & credibility
I suppose account for this. So while I get it, I don't appreciate it. I wish they would just
start with the material, as that would answer any questions I might have about how it's
going to work without risking overstatement.

Goon.
Then there's the part about the Synergy Model of critical-care nursing and the graphics
that go with it. Synergy Model? It's the basic nursing care model: Assign the patient to a
nurse that has the skill to care for them and be sure to involve and respect their and their
family's wishes/values as much as you can. So, if you put it into a yin-yang graphic &
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change it's name it's something new? It seems to me like they're trying to take credit for
something that's wide spread in nursing by changing the graphic and the name. Didn't
somebody once say everything that's old is new again?
Then there's the "Foundations for the Standards of Care." Here it seems like they've
ripped off the basic nursing process and added a step so that it's not overly blatant. I
couldn't help but think why don't they just say something like "Just like any practice area
in nursing, the standards of care are achieved through the nursing process." And the part
that kills me is that the extra step they've added to the basic nursing process is actually
part of the previous step of the process. Anybody that goes to nursing school and
graduates knows that the Nursing Diagnosis component of the nursing process includes
the identification ofNursing Interventions as well as measurable Outcomes. Why blow
that out as another step? Sure you could mention it if you want to make a point of
stressing outcomes. But putting it in another step to the nursing process as well as
coining the whole thing with a unique label is perplexing, not to mention distracting.
I understand that they're trying to establish critical care nursing as its own thing, but to
do that by modifying the basic nursing process seems confusing. For me it would be
better if the introductory module briefly described how easy the ECCO is to pilot and
how critical care nursing builds on the foundations of nursing that we all learned in
nursing school. And if you did that with some bumper music & a dynamic narrator, in
my opinion, it would take half as many slides and inspired confidence rather than feelings
of apprehension.

Feelings ofapprehension? Can you explain that please?
Okay, it makes me feel like they're trying to be tricky; like they're going out of there way
to make the easy harder than it needs to be. I mean, I'm already nervous about raising
my game to include seriously ill patients; I don't need the easy stuff to be confusing too.
I'd prefer to have familiar stuff built upon rather than reinvented. It makes my spider
senses go off and wonder "okay, what's next, how can they make this harder?"

Do you suppose any of this is because you're nervous or scared?
Absolutely, only a reckless nurse wouldn't be. But that doesn't mean that a professional
organization should fail to realize this in their training program. Everybody knows that
RNs right out of school or in new practice settings are uncomfortable. Is it too much to
ask that the initial training module at least reflects this to some degree?
I

You sound almost upset.
I suppose I am to some degree. I was just expecting something a bit more polished and
recognizing of the situation. Something like "Hello and welcome." We know you're
taking a big step up, but you've mad~ it this far and we're gomg to build on those
successes and support you to ensure you're going to make it'' rather than "Hey you, the
whole idea behind critical care nursing is totally different than the nursing process, but
not really because all the diagrams and descriptions are really just a thinly veiled
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expansion of the basic nursing process that we're going to pretend is new so that we can
screw you up a bit before we hit the care stuff just because we can."
Alright, enough of that. Did you learn anything?

Not really. It was sort of a waste oftime.
Do you think this will impact anything you'll do in the next 2 days of"Basic nursing &
admin skills"? Probably not, but we'll see.
Anything else you want to mention?

Yeah, the end of lesson quiz was a joke. It was an exercise in basic word recognition.
Not much value added. And you didn't even have to get the answers right to move on.
The "besf' part was the feedback when you got a question wrong. The haggard
monotone voice says "That's incorrect, try again." I was expecting something more than
"Wrong, guess again." I would have preferred ifl would have been told why my answer
was wrong or why a particular answer was right rather than just "right or wrong."

10/8/07
Basic ICU Orientation Day 1
Okay, you .finished the first module and started in the ICU. How did that go?
It was fine. There were no real issues.

Did you get to take care of any critically ill patients?

Yes, but my preceptor was great and made sure that I didn't do anything remotely beyond
my current scope and just focused on the basic admin & organization of care things.
So you didn't do anything related to the ECCO today?

Nope. But it was sort of exciting know that at some point in the near future I'm going to
have to deal with all the equipment and monitors and stuff.
Anything else you want to add?

Nope, that's it.
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10/9/07

Basic ICU Orientation Day 2
This was just another day of bed baths, linen changes, tray delivery, and basic
documentation familiarization. My preceptor did a great job keeping me out of critical
care and just letting me get comfortable using the tools and environment for care that I'm
already good at. It was nice not have to also worry about new content too. But tomorrow
I get a day off and then it's on to the real content. I can't wait.

You sound excited?
lam!

10/11107

Module 2 (ECCO 1.0) - Care of the Patient with Cardiovascular Disorders
Lesson 1- Anatomy, Physiology, & Assessment
Section A- Cardiovascular Anatomy & Physiology
Section B- Cardiovascular Assessment
These two lessons were completed in the computer lab at the hospital. Again, I wanted
folks to see that I was working on something. The first one was on Thursday morning as
I'm still on day shift mode and will flip over to nights by just working through the first
night and then being so exhausted that I'll be able to sleep through the day. At least that
was the plan. This is what I used to do when I was pulling floor work with the Navy in
Charleston and Guam. It still works!

How did it go? But I want you to not think about what the Navy or your committee or
your hospital would say if they knew what you really thought. Just be open and honest.
Or as Clint Eastwood said in some movie, "Speak plain, it saves time ".
I was totally under whelmed.

Goon.
While I do like online education and have been building it and managing it since 1999 for
both Navy and civilian organizations, I'm beginning to loath the ECCO.

Why? What specifically is causing you to think this?
It's like 'Death by ECCO'. The lessons starts out by making you sit through all of the
objectives. There were like over 30 objectives for the cardiac module and each one was
read out loud by Nurse Monotone & displayed in text as well. It was excruciating. All I
could think was Christ just let me get to the content PLEASE. Then I found it!
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Found what?
I found the mute button! I realize that there's a theory that says the more senses you
involve the more you retain, but I bet they never did the ECCO.

So you found this helpful?
Absolutely. I was able to just turn offNurse Monotone and read the material. It sort of
pisses me off that I'm getting what amounts to a digital text book, but it's certainly better
than sitting through a boring lecture. At least this way I can cruise through what I already
know and focus in on what I don't.

You already know some of the critical care content? Can you explain that some?
Sure. The first section of lesson 1 was cardiac anatomy & physiology. There was
nothing new there for me. I just skimmed on through it, got 100% on the very brief quiz
at the end and was onto the next section. However, it was 26 slides long and it did take
some time. But things picked up once I found the mute button.

How does already knowing the content make youfoel?
It gives me mixed feelings. I mean, the program itself is so darn boring that I'm very
happy to be able to just read it. But at the same time I keep wondering when we're going
to get to the critical care stuff. So far I've been through the introductory module and 4
hours of the ·cardiac module and I haven't learned anything new. I can't help but to
wonder ifl'm being scammed. Yes, it's a great refresher, but I'm not seeing anything
new. It's kind of :frustrating.

Are you having any good impressions or feelings about the program?
Yes, but I think so far the bad outweighs the good.

What are some of the good things?
I like the online learning, I have to admit that I'm a big fan ofweb-ed. Although Nurse
Monotone has her issues, at least she is covering everything in the objectives.
I like the individualization. I like being able to kill the audio and do what makes me
comfortable. I like that I can sort of accelerate things when I need to. I just can't wait to
get to something I don't already know. I mean, so far its basic nursing 101. I hope I
learn something before I have to touch a patient tomorrow.

Why are you concerned with that?
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I know I'm going to try and take care of some very sick people, more sick than I've ever
had to deal with outside of a code.

Okay, you 've got tons of non-medical folks on your committee, please explain a code.
A code is basically a cardio-pulmonary emergency. It's definitely a critical care
situation, but it's limited. In a code you do what you need to keep the patient alive if you
can so that you can send them·to ICU.

Okay, I think they get it. You've got code experience and do pretty well there, but is that
where your comfort zone ends?
Yes. I know what to do to keep them alive ifwe can. I mean, you work on 'em for 2030 minutes and in that time you either get them stable or they die. Once they're stable
you turf'em to the ICU. I have no idea what to do with them in the ICU. Sure, I know
some basic stuff from Advanced Cardiac Life Support like whatever drug breaks the
lethal arrhythmia is the drug that you hang as a drip. But I don't know what
concentration or rate. These are powerful drugs and miscalculation and/or hesitation
could be lethal.

Sounds like that frightens you a bit
Darn skippy. I don't relish the thought of having to try and keep somebody alive much
less convalesce them when I don't know anything new yet.

Don't you think your preceptor will help you?
Yes, of course they will, but it still gives me pause.

Let 's get back to the instruction. You like the web-based part because you can control it
to some extent?
Right.

Is there anything else you want to mention about the instruction itself?
The only other thing I want to mention is that I really expected it to be more. I mean all
of the articles I've read about it and all of the brochures and everything say it's the
greatest thing since sliced white bread. But I'm no so impressed so far. Sure it's looking
like some smart critical care nurses have assembled a decent curriculum. But it's looking
like they're trying to fatten it out by including basic nursing stuff.

And this is bad?
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Well, it doesn't give me much of a good feeling going into my first real clinical day. I've
got another 4 hours of instruction to do and if it goes like everything has so far, other than
being bored off my ass I'm going to have to walk into the ICU without any more
knowledge or skill that I've already got. It doesn't give me much confidence. It kind of
makes wonder what the heck am I getting myself into here.
So, there wasn 't anything new that you learned at all?

Okay, I learned a few things about the coronary arteries that I didn't. I've always just
known that you gotta keep these guys open. Now I'm learning the specific characteristics
of particular coronary arteries and how they look on the EKG. I've had some of this
before with ACLS so it's not new per se, but now I'm having to pay closer attention to it.
But I'm sort of wondering what's the big deal? I mean, so far I don't see how knowing
exactly which coronary artery changes my treatment & care much. Like, "Wow, her
circumflex was totally occluded, what gave you your first clue? Perhaps it was because
her chest pain never resolved and she never regained consciousness and then died? Yep,
it was a bad MI." I don't know, maybe it will make more sense to me when I learn more
and actually start caring for cardiac patients outside of a code.
Was there anything about the instruction itself that you liked?

Sure, the graphics and animations are pretty good. The AACN spent some time and
money on that and ·it is about as good as I've ever seen. So they did do a good job using
the web to enhance the visuals. But the audio & animations compete with each other at
times. It's sort of sensory overload. But the 'ole mute button fixes that; I wish I could
just shut if off once rather than having to kill it on each slide.
Any other good things?

Not so much. But there were a couple of bad things I'd like to tell you about.
Okay, okay, let 's have it.

It seems at times that they're getting way too far into the weeds in theory explanation of
things. For example, Starling's law is pretty darn basic and it took 3 slides and several
minutes to get through it. What I learned in middle school about Starling's law would
have gotten the point across much more effectively. E.g. Here's the deal, heart muscle is
like a rubber band, the harder you pull on it the harder it pulls back but only to a certain
point. If you put too much pressure on it (or in it), it loses its elasticity. That's it. At
times it seems like overkill. I can't help but to wonder who they are trying to impress.
And, again, this is basic nursing 101 stuff. Where's the critical content? Sure we're
laying the foundation, but I thought I'd be getting to the good stuff sooner.
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And all these thoughts I'm having during the instruction makes me glad that its stuff I
already know. I mean, it's pretty darn distracting all this self-talk while the presentation
is going. I've got to try and get that in check before I get into more difficult content.

Why is that?
If I don't get control of the distractions I won't learn and that would be bad.
How so?
For a couple of reasons. First, I'd like to know how to take care of a critical patient at
some point. Second, I'd like to actually successfully complete my orientation to ICU.

You ended the last session upbeat and excited. this time you don't seem so enthusiastic.
What gives?
I was excited last time. I had the whole course in front of me. Now that I'm starting the
course I'm beginning to wonder if it's really going to help me. Sure, perhaps I'm a bit
nervous about being in critical care, but so far the course doesn't seem to be helping me
with this much. The good news is my preceptor is. Whew!

How about sum up your experience so far?
The ECCO is a decent web-based program in and of itself. But so far I haven't learned
much new material and it's pretty darn boring, which makes me start to distract myself.
I hope tomorrow goes better.

10/12/07
Module 2 (ECCO 1.0) - Care of the Patient with Cardiovascular Disorders
Lesson 1 -Anatomy, Physiology, & Assessment
Section C -Diagnostic Procedures for the CV System
Lesson 2 - Cardiovascular Monitoring
Section A- Basic Dysrhythmia Interpretation
Today I decided to do the ECCO at home rather than wait until just prior to my first night
shift to try and study. It worked well because I was fresh in the morning and I knew that
if I waited until after lunch I'd never be able to handle Nurse Monotone or too much
heavy thought. Then I just waited until2300 to report to the ICU. It worked out pretty
well I think.

Let's start with the ECCO. What was today like?
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More of the same except the newness has worn off I like web-based instruction, but this
is starting to get painful.

Did you learn anything new, or was it rehash again?
Fortunately today the first section had some stuff that I didn't know too well.

This was good?
Yeah, I was beginning to wonder when I would hit stuff! didn't already know most o£
And lo and behold it did. Although it wasn't "critical care" information so much, at least
some of it was challenging to me.

Can you explain that a bit more?
Well, having worked admin for the last 7 years and med-surg for 3 years prior to that, I
haven't had to think hard about cardiac enzymes since nursing school and only every 2
years thereafter with ACLS courses. So, although it wasn't "new" stuff for me, it was
stuff that I needed to go over.

So, cardiac enzymes were all the content you needed to concentrate on?
No, I'm pretty weak on diagnostic s4Jdies too outside of basic lab stuff. But the MRI &
CT things were another good refresher for me. But again, this is stuff that any nurse
needs to know.
And you have a problem with that?
Yeah, it was kind of distracting as I was thinking here we go again with basic nursing
stuff, but at least I need to cover some of this stuff

Does this make you think ofanything you 'd like to mention?
Yeah, I'd like to be able to test out of some of this stuff. I mean, I'd like to think that I
could be allowed the opportunity to demonstrate my competence in advance so that I
could just get to the stuff I don't know.

Does that bother you?
Yes, it does. I mean come on, the ECCO is supposed to be this great instructional thing
and it's not. I have to sit through the whole darn thing. This frustrates me a bunch and it
makes me think ill of the AACN. Sure, they know the content, but they' re killing me
with the instruction. It's sort of reminding me of how the instruction of advanced cardiac
life support progressed.

Explain please.
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Once upon a time long ago Advanced Cardiac Life Support instruction was designed by
cardiologists and it was basically "let's see who can memorize & regurg tons of content,
some of which ultimately doesn't even matter in terms of patient outcomes, in an
intimidating environment." The educators were only consulted after the curriculum and
texts had been written. The role of the educator was to spell check! Then somebody
realized that you don't run a code in a vacuum and patients tend to live longer when
knowledge is shared freely rather than horded and lorded over others. The bottom line is
that the educators were now involved in the design of the learning process and poof,
ACLS TEAMS started happening, interventions that didn't make a difference were
played down and/or out of the curriculum, and patients started having at least initially
better outcomes although very ill people tend to die despite our best efforts.

How does this relate to the ECCO?
We've got the critical care subject matter experts trying to design effecting instruction
and it shows.

You seem to be developing a negative impression of the ECCO?
No kidding? It sort of amazes me that the whole point is to streamline the process of
critical care orientation and there is no accounting for existing knowledge. It basically is
pissing me off that I've got to sit through this AND it's not helping me care for my
patients any better than I already can. I mean Jesus Christ, I'm going to the ICU tonight
and I haven't learned a hardly damn thing despite 8.5 hours ofECCO instruction. Give
me a break. I know I'm not a critical care nurse and I know that there is more to critical
care nursing than review of basic undergraduate nursing concepts.

Do you think this is impacting you as a RN?
Yes! It's frustrating the hell out of me, which pisses me off. It's making me question my
own ability to be able to care for critical patients, it making not look forward to going
into the ICU tonight. I don't feel prepared in any real way at this point. I just hope to
Christ my preceptor doesn't hang me out to dry. And thank God I'm not afraid to tell
anybody when I need help.

Do you have anything new to add to the basic online experience?
No, the media itself is pretty good. The instruction is frustrating me and making me think
the AACN is a joke, and I'm fmding myself wondering if it was a good idea to try to use
the ECCO to become a critical care nurse.

So the web-based part is okay, but the instruction is lacking?

Pretty much, so far at least.
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Is there any specific instructional example you can provide?

Okay, let's take the end oflesson quizzes for example. In the introduction and first 2
lessons I actually didn't miss a single question, so I didn't fully realize the magnitude of
the uselessness of it. Then today I got a couple of the questions wrong. Here's the
amazing part. When you get a question wrong, Nurse Monotone comes on and says
"That incorrect, try again" and that's it. I mean come on, "Wrong, guess again"? Is that
it? Unfortunately that is really exactly how it goes. And to make matters worse, you
can't advance off of the slide until you pick the right answer. So even if you wanted to
go back and try to discover the right answer or better understand a particular concept, you
can't! You have to just guess at the answer until Nurse Monotone says "That's correct,
proceed to the next question." Total horseshit!
You seem a tad upset.

Yes, I am. It really pisses me off that (a) I have to subject myself to this sort of"teach
yourself if you don't get it the first time" horseshit. I expect more of a professional
organization that claims to be cutting edge. It's actually a glorified PowerPoint show.
They've basically put a text book online with some neat graphics & a bad narrator. There
is no instruction. They put the info up, which so far I don't see as critical care in any
way, and hopefully you get it. If you don't you have to repeat the lesson that didn't get
the job done in the first place. Didn't Einstein say something about insanity and
repeating interventions and expecting different results? And it also pisses me of that (b)
this is what the AACN says provides the requisite knowledge necessary for orienting to
the ICU. So far I'm not seeing anything "critical." If this is as good as it gets I hope I'm
never in an ICU! I gotta say, so far I ain't impressed beyond the flexibility of the media.
But wait, there's more ...
The Basic Dysrhythmia Interpretation lesson was an absolute total and complete waste of
time for me. Again, this is because no matter what you are forced to sit through the entire
lesson regardless of your existing ability. I've taught basic EKG and telemetry, which is
nothing but arrhythmia/dysrhythmia recognition since 1996. This particular module,
while complete in covering the basic process and most rhythms, is essentially useless for
me.
Why is that, specifically?

Specifically, cardiac rhythm interpretation is an acquired skill that takes hours-and-hours
of practice. There is absolutely no practice of this skill in the ECCO. Rather, all of the
content is dumped out there on29 slides and you're supposed to just "get it" from that.
But the good news is the end oflesson quiz contains ZERO interpretations. That's right,
the knowledge is not assessed! This is particularly alarming when you realize that every
patient in the ICU is on a heart monitor! How in God's name prey tell do you assess
one's knowledge and skill of rhythm interpretation without asking a single question about
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it! What the hell! The only thing that allows my head not to explode is that I know that
all ICU's require ACLS and a basic EKG course and that these teach you most of what
you need to know to make sense of a cardiac monitor (which is where you see the cardiac
rhythms that you have to interpret for those of you non medical types). This is of course
good because the ECCO in no way assess one's ability in this regard. And since that is
the case, why the H bother putting in the content in the :first place! I don't get it. It
doesn't make any sense! ARRGHH!!! But hey, it's the AACN, it's gotta be good, right?
I have to admit that I find this lesson absolutely amazing. I've never seen anything like
it, except in the old ACLS course. If you're not going to assess the knowledge why teach
it?

How does this make you feel about going to the ICU tonight?
Well, fortunately, my wife works at the hospital and knows my preceptor and knows that
she is a stellar ICU nurse. So I'm absolutely thrilled that at least my preceptor knows
something about ICU beyond basic nursing. Other than that I'm pretty much terrorized
as I don't feel like I've gotten very much out ofthe 8.5 hours ofECCO instruction I've
had so far beyond review of some undergraduate concepts I've long forgotten. It really
makes me not want to work in the ICU. I can't help but to wonder if I'll ever learn
something I don't already know, which is dam scary as I'm a med-surg nurse NOT an
ICUnurse.
It's not looking good for the home team guys. Maybe that's why there is nothing in the
literature about instructional evaluation? That and all of the literature comes from the
AACN who suspiciously enough sells the ECCO. Hm ...

ICU Orientation Shift
After taking a brief nap, I reported to the ICU for an 8 hour shift (2300- 0700).
Normally, the ICU staff pulls 12-hour shifts. But since I had 4 hours ofECCO on the
schedule I only have to do 8 hours on my first real ICU orientation day. The other 2 days
were just basic orientation, nothing criticaL
Going into the ICU was a rush. I was admittedly feeling pretty scared as I didn't feel like
the ECCO has armed me with much. And everything I've actually learned I had to
basically teach myself after the ECCO dumped it out there once. But I reminded myself
that I do know ACLS pretty well and that I should have a good preceptor, so it's not like
I'll have to run the ICU or anything. I kept telling myself''you've got good basic skills,
you know more than the new graduates that are being directly into critical care these
days, you've got code experience, and you're not afraid to admit when you're in over
your head. You'll be alright." But I'd be lying ifl didn't say that I was apprehensive,
feeling less than confident, and down right afraid of what might happen.

...

Why is that?
I don't want my incompetence to be responsible for anyone' s death!
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So, how was your first real ICU experience?
No bad, whew! My preceptor is great. I told her right away that so far the ECCO hasn't
taught me much new information. She assured me that I, nor the patients, would be put
in any jeopardy. I was assigned 1 patient who had been downgraded. That is, they were
no longer a critical care patient per se; they were just waiting on an acute care bed. But
because they were still in the ICU and would be there until the AM (census was maxed
out) they would be an excellent patient for me to get familiar with the all the monitors
etc.

It wasn 't as bad as you thought it was going to be?
No it wasn't.

So the ECCO ain't so bad?
I'm not willing to admit that yet, but I am willing to say that my preceptor is great. She
told me that she knew the ECCO takes weeks to get through and there will be patients
with things I haven't been exposed to yet and her job was to keep me focused on content
that I was getting.

So your patient lived?
Actually, no. My patient died about halfway through my shift. The good news is that it
wasn't because of my incompetence. The reason my patient was downgraded was
because she was terminal and a chemical code only. That is, she was already intubated
and on a ventilator (which I know nothing about but my preceptor and respiratory
handled) and on a couple of drips that were already maxed out (meaning that no more
titration could be done) and the family member with durable power of attorney was
respecting the patient's wish to NOT have any chest compressions delivered. So, I had a
great opportunity to become familiar with a bunch of cardiac equipment and medications
without having to worry about what to do with them other than just monitor them and
interact with a grieving family (fortunately I'm already good at that). And I also got an
opportunity to interact with the donor network and coroner and the deceased patient
paperwork.
So admittedly, the synergy model was in effect and seemed to work, but I still maintaih
that it's just a retooled/renamed basic nursing process.

So, can you say the ECCO was a total waste oftime?
Actually, my experience with the ECCO didn't really provide me with any knowledge I
didn't already have. I got hands-on time with the monitor, which isn't in the ECCO; I

already knew my rhythms; I looked up my meds and their antidotes etc. The only real
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thing I can say was that I was able to identify the synergy model being used in the ICU.
But, again, it's the basic nursing process combined with Benner's novice-to-expert
orientation concept that everybody in America uses. So no, the ECCO didn't do anything
for me in terms of preparing me for my first real shift in the ICU save frustrate me, lower
my confidence, and make me scared.

Anything else you want to add?
Thank Christ my preceptor is good!

10/14/07
Module 2 (ECCO 1.0) - Care of the Patient with Cardiovascular Disorders
Lesson 2 - Cardiovascular Monitoring
Section B- Hemodynamic Monitoring
I had yesterday off so I was able to recover from nights, but not completely. That is, I
slept partly during the day. I didn't turn around completely as I'm on nights and it's hard
enough without having to try and play catch up. I did however opt to do the ECCO at
home. I guess I'm over having the urge for people to see me studying at the hospital.
And, doing the ECCO at home is much more comfortable than at the hospital. I can
access it when I want to wearing whatever I want to and eating and drinking whatever I
want to. And I can take breaks when I want to. The best part is my hospital is giving me
credit for 4 hours so long as I stay on course. That's another nice thing about the ECCO
is that it tracks your progress and your preceptor can monitor you. But again, I have to
point out that these are all non-instructional evaluation issues. These are all instructional
goal and/or instructional strategy issues.

How was the hemodynamic section?
Well, I wanted to get to the stuff! don't already know and here it was. But before I go
into that I want to point out something I'm noticing that I believe is important.

What's that?
The ECCO is a cookie-cutter in terms of instruction.

What does that mean?

It means that it proceeds in a very specific and unwavering way regardless of the content.
Explain
Each lesson starts out the same- here are the objectives. The basic program doesn't
vary, which is good as I like all the buttons and navigation, and support links where I left
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them. The instruction doesn't change- After the objectives you get audio & text with an
occasional well-done animated presentation with the distractions previously mentioned.
And then you get an end of lesson quiz, which seems grossly inadequate and only touches
on some of the content with no apparent rhyme or reason and tells you that you're
"Correct" or that you'll have to guess again. That's it and that's how it always goes.
Although today there was a significant exit from the ECCO for some instruction that I'll
go into later.

Getting back to today 's lesson in hemodynamics, what did you think?
I think I got my ass handed to me in a basket after it was kicked off of me.

Do tell.
It was all new information for me. It wasn't terribly complicated, but it was all new. I've
never done central venous pressure, arterial or pulmonary wedge pressure monitoring
before. And I've only briefly seen it when I was the even nursing supervisor on Guam.
So it was all new.

And?
And I went through it all but it didn't all stick. I got hammered on the post-lesson quiz.
So I went back and reviewed it again.

How did you do the 2nd time through?
I'm not sure. I mean more of it stuck after going through it again, but I don't really know
because the same 7 questions came up at the end. I'm not sure ifl know the material or if
I just remembered the right answers. Either way, I'm not confident in my hemodynamic
monitoring competence. I'll have to ask my preceptor for some help here.
Any comment on the instruction itself?
No, the mechanics of it are amazingly consistent with what I've already told you.
Briefly, it's entirely a data dump that you're expected to teach yourself if you don't get it
all the first time through. It's kind of depressing really.

What do you mean?
I mean that until today I was able to cruise through most of the quizzes as I already knew
most of the content. Today I didn't have a clue and the ECCO wasn't too effective in
teaching me new content. It just put the content out there, I got about half of it and was
forced to guess again until I could go back and view it again. And- because I got the exact
same questions, I'm pretty sure I still don't have it down. And any dbubt I might have
had was erased with what I found at the end of the quiz.
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What was that?
After the hemodynamic & dysrhythmia quiz (that didn't include any strips) there was a
link to ·the Pulmonary Artery Catheter Education Project (PACEP), which is a web-based
program totally outside the ECCO. I was told to complete modules A, B, D, & F, and to
also check out modules C & E some time when I could get around to it later.

What was that like?
It was even more of an ass-kicker. 3 of the 4 modules were "taughf' by physician
instructors who seemed to go out of their way to over explain hemodynamic monitoring.
They spent way too much time defending the scientific rationale for use of indirect
measures of invasive hemodynamic monitoring. The bottom line is it ain't direct
monitoring, but it's close enough to use effectively and is worth the risk except for
pulmonary artery wedge pressure, which is falling out of favor. And much like the
ECCO it explained it once and you're supposed to just get or fail.

How did you do?
I failed 2 of the 4 -modules twice. That is, even after I repeated the modules I still
couldn't pass them even though the questions were the same. I'm definitely going to
need some help with my preceptor on this.

Did this experience give you any other thoughts or insights?
You bet. I again found myself in disbelief that people actually called this stuff "state-ofthe art" or "cutting-edge." It' s a great assembly of content for sure, but the instruction is
terrible. Again, it' s all expository and either you get it or you doomed to have to repeat it
until you do get it using the exact methods that have already failed you.

What kind offeelings did this give you?
It gave me many mostly negative feelings, which by the way interfered with my
concentration. First off, I was beginning to wonder ifl was just dumb or something. But
then I reminded myself that I 've got 3 degrees all of them summa cum laude, and then
there are those IQ scores from the early 70s the parents still brag about, and a number of
other academic and otherwise successes that suggest I'm not really a complete idiot.
Then there are the feelings of wondering ifl've got what it takes to be an ICU RN, can I
ever get this stuff down and will I be able to complete my orientation successfully. And
let's not forget 1;he feelings of wondering if this demonstrated incompetence will result in
patient injury or death in the future.
Any positive feelings involved in this?
Yeah, although I didn't pass many of the quizzes, I did tend to do better the second time I
tried them. So I thought to myself at least I'm improving.
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Was that it for the positive?
No, I did also realize that I do know a thing or two about web-based instruction and
instructional design and education, and that based on this I was aware that what I was ·
going through was "old school" education mentality.

Can you be more specific?
Yes, what I mean by old school is that the instructional experience left me with the
feeling that it's set up to blame the student for failure. That is, ''you just need to try
harder and you'll pass. Here is the info, we're putting it out there, and all you have to do
is figure it out for yourself." The content is gn~at and thorough, but forcing me to just
repeat the same thing over and over until I get it or remember the right answers just isn't
high quality instruction. Again, I can't help to think that this is what happens when you
put subject matter experts in charge of education without bothering to include somebody
with actual formal preparation in education. And it scares me that nobody seems realize
this.

Anything you want to add about the web-based instruction?
No other than to say the folks at PACEP also are more concerned with content than
instruction.

ICU Orientation Shift
Today was another 2300-0700 shift in the ICU. Again, my preceptor is wonderful.
She's very in tune to the fact that I'm lessthan comfortable. I mean, I'm not causing a
scene with panic or anything. I'm just communicating my needs. The hilarious part is
that my preceptor told me that she had reported to the ICU manager that I actually appear
calm, composed, and comfortable. I assured her that this was largely due to my
experience as a professional musician where it takes about I bad gig to learn that you
don't sell your mistakes to the audience. That is, you always give the appearance that
there's no place you'd rather be because things are going so well here. It tends to foster
confidence as well as inflated perceptions of reality! Enough ofthat.

How did it go last night?
I got another not so critical ICU patient to play with related to what I was learning with
hemodynamic monitoring. He, like most ICU patients also had a number of
comorbidities that were not life threatening that I felt perfectly comfortable caring for
that I won't go into here. I mention this only for the benefit of non-medical committee
members so they'll realize that although I'm working with specific aspects of critical
care, e.g. cardiac, the patients I'm assigned also require scads of other non-critical

nursing care activities. So, as I'm gathering, ICU also requires tons of non-critical care
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as well. So, I can see how it can be justified to include such content in the ECCO as I
was experiencing prior to today's ECCO lesson. But if you really want to streamline,
why teach the stuff that basic nursing orientation takes care of already. In my opinion
there really is no need for such redundancy if you're basic nursing orientation program is
solid. Oh well, I'll try to get back to be an ICU orientee rather than head of ed & tra.
My patient had both CVP and ART line monitoring. I had studied both of these earlier
today and I wasn't quite sure I really had either down. So, tonight's assignment was very
ideal. Because I realized that although the ECCO claims you can refer to it anytime you
have network connectivity (like on the ICU), it isn' t very specific access. That is you
can't pull up a specific topic, you gotta pull up the whole module and surf through it to
try and find what you're looking for. And then you gotta have ear phones due to all the
noise in the ICU (e.g~ monitors etc.) as well as the noise/disturbance the ECCO makes
with Nurse Monotone. So, I downloaded some software onto my handheld for quick
reference. It really saved my life.
When I got report for my patient I was told that he had central venous pressure
monitoring and a radial arterial line. So, I quickly reviewed the concepts of leveling and
zeroing them like you have to do at least once a shift. And I also wasn't too familiar with
the pressure bag set-up and stopcocks & sensors etc. So, my preceptor stepped me
through it once, I screwed it up once, she remediate me, and I basically got them both
right after that. The monitoring part actually was much easier than it was explained. The
set-up is the hard part. Once everything is set-up (e.g. leveled, zeroed, flushed, calibrated
etc.) you just monitor the parameters, adjust your drips accordingly, trouble-shoot bad
wave forms, document everything and call the MD when you can't keep the values where
you need them so you can get new orders or whatever.
It was really quite exciting and gave me a feeling of accomplishment. Although the
patient had orders to discontinue hemodynamic monitoring in the AM because they were
doing so well, I did get a chance to go into another patient's room that wasn't doing so
well and ended up coding. But I did get to see how you try and prevent decompensation
and what that looks like on the monitors. I actually knew what to do and was asking the
right questions and anticipating what need to be done. It felt good, but it's always easier
on somebody else's patient (because you know it's not your responsibility!).

Were there any other memorable moments?
Yes you can say that there was.

What was it?
It was related to zeroing out a radial arterial line. When I came on, got report from a 20+
year ICU RN who was also certified as a Critical Care RN, and went to see my patient I
noticed something right off. I noticed that the CVP was leveled right at the phlebostatic
axis like the ECCO said it should be. But when I looked at the radial arterial line set-up,
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it was leveled at the site of insertion. This seemed odd because I remembered that the
ECCO said ART lines are also leveled at the phlebostatic axis. But the ART line in the
ECCO was a pulmonary wedge ART line. I'm thinking that the sensors on the ends of
both CVP and a wedge pressure ART lines are actually located in very close proximity to
the phlebostatic axis. So I'm thinking that because a radial ART line sensor is actually in
the wrist that's where you might level it. After all, that's where the CCRN had it. But
then I began to think.

What were you thinking?
If all of these invasive yet indirect hemodynamic monitors approximate the pressures
within the heart, which is the location of the phlebostatic axis, the pressure that results
from fluid contained within a column (inside an IV line) will skew approximations of
pressure one way or the other to the degree it's higher or lower than the phlebostatic axis.
So, I'm thinking that regardless of where the indirect measure pressure sensor is located
within the vasculature, you've got to level and zero your lines at the phlebostatic axis
rather than where you think the actual sensor might be located. But I'm not absolutely
certain as I'm not an ICU RN and the CCRN has it somewhere else. So I decided to ask
my preceptor. That's when things started to get sort of scary.

Goon.
My preceptor said the phlebostatic axis is where everything or anything is leveled for
hemodynamic monitoring. When I asked why, I got the I must have lobsters coming out
of my ears look. Her answer was that she didn't know, but did know that everything gets
a phlebostatic axis zeroing. We decided to ask another nurse. The other nurses said,
nope, level ART lines at the location of the sensor. So we asked another, who said at the
sensor. So we asked another RN who said Phlebostatic. Long story short, of the 6 RNs
in the ICU 3 said Phlebostatic and 3 said sensor. Nobody besides me had any thoughts as
to why a particular position may be right or wrong. I found this rather scary becaqse it
seemed to indicate that we're responsible for a piece of invasive equipment but nobody
really knows how it really works! I was rather surprise~ that I, the total ICU rookie, was
the only RN with a rationale for their action. I just can't see juggling a patient's life
using a piece of equipment a particular way because "that's just how we do it."

Did anybody ever figure it out?
No, and nobody but me seemed to even be concerned.

How concerned were you?
Concerned enough that immediately after my shift I went back to the ECCO & PACEP to
-try and find out why, but neither of these explained it either. So I did a web search and
found a except from a text book at Barnes & Noble that explained it. I was right. And
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more shocking was that I was the only one right on a floor full of competent ICU RNs
some ofwhich were CCRNs.

So, you 're smarter than they are?
I'm not trying to say I'm smarter than anybody, I'm trying to say that it seems as thought
we're in a practice area that emphasizes proc.edure over rationale. Or put another way,
superficial learning over deeper learning, which seems to me to be consistent with
expository instruction. That is, we're so used to just memorizing what dumped out that
we don't even bother to wonder, or investigate. There I go again thinking like an
educator rather than an orientee, but I can't help it. It just seems to me that this is a great
example of the inherent liabilities of an exclusively expository preparation.

Anything else you want to add about the ECCO and this shift?
Nope.

10/16/07
ICU Orientation Shift

Today was my first 12-hour ICU shift. True I did 2 12-hour basic orientation day shifts,
but I didn't really touch patients those days, it was more unit procedures and routines
than anything else. So today was my first fulll2 of critical care, which was 1900-0700.

What happened?
1 got a down grade (non:-critical) patient and a critical patient with CVP monitoring.

Was it any easier the second time?
Yes, it was. But I still had to ask for help/observation to make sure I had the set-up right.
I actually did everything right, but I just wasn't comfortable doing it totally on my own
yet. My preceptor understood like she always does and accommodated me. She's good;
I like how we're working together.

Anything of note related to the ECCO?
Not really. In all honesty, it was nice to not look at if for a couple of days. It's a lot
harder or taxing when it's making you learn new things. The first couple of days was
easy and didn't require much effort. The hemodynamic monitoring was tougher. I mean
I made it through the sections about as fast as it estimated that I would, but it didn't stick.
So I had to go back and do it again. Aiid after that I wasn't sure I had the content down.
Fortunately, actually doing it is much easier than how it is explained.
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Anything else on the shift you want to talk about?
Yeah, nobody even asked about leveling at the phlebostatic axis. Most of the same
nurses were on shift, but it wasn't even mentioned. But it seemed clear to me that half
the staff need an in-service on how to do it right and everybody needs an in-service on
why a particular way is right. But I digress.
I also got to do my first insulin drip. Although I haven't covered endocrine in the ECCO
yet, my preceptor got a patient who was on an insulin drip, so she suggested I check it
out. So I did. She let me titrate his drip for several hours so I could get used to the
formulas and titration. It was pretty easy, but a critical care skill nonetheless!

So you felt good about that?
Yeah, it was nice to just get a simple explanation and some time to practice it.

Anything else you care to add?
Not right now.

10/19/07
Module 2 (ECCO 1.0) - Care of the Patient with Cardiovascular Disorders
Lesson 3 - Cardiovascular Diseases
Section A - Acute Coronary Syndrome/Myocardial Infarction
Section B -Heart Failure & Pulmonary Edema
Today was just a 4-hour ECCO study session. I decided to do it at the hospital. But
when I got there it became apparent that I wouldn't be able to use the computer lab as
there was already a major function going. Although I could have squeezed into the back
of either computer lab on an open PC, I'd have to put on head phones and try to deal with
the distractions. That and I need space to take notes. So, ultimately, I decided to just go
home and do it from there in my office.

Based on the above it seems like to like the flexibility of the ECCO.
Definitely, it is actually pretty darn convenient to just log in whenever and where ever I
want. I do like that part of it very much.

That part?
Yeah, that part and pretty much that part only.

Explain.
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Just like the literature I read, the strategy is pretty well executed. But the instruction
itself is where I start having problems.
Care to elaborate?
Well, again, the interface is pretty good and smooth. The audio & text & graphics all
going at the same time overwhelms me, so I just shut off the audio so l can focus on the
text & graphics. The handout materials are alright, but they put them out there too late. I
mean the outline would have been nice to take notes one before the lesson rather than
linking it as a resource after the lesson. The narrator is lame, monotonous, boring, and at
this point amazingly irritating! I really don't like her too much and can't believe the
AACN actually used this lame of audio. The entire recitation of all the lesson objectives
is also really quite annoying. And then there is total lack of practice thing.
What do you mean?
Let's talk about hemodynamic monitoring. This is pretty darn complicated stuff in
theory. You're given all of the content once over the course of several hours. Then, after
having just heard it once, you're given a quiz that covers some of it and all the feedback
you get is "Wrong, guess again." No shit? I already knew that I didn't have a handle on
it. Some more examples and an opportunity to practice these would have been nice.
Isn 't this why the ECCO Instructor manual recommends a blended learning
environment?
Sure, but I've seen the manual and talked to my preceptor and there is no specific
guidance much less examples of anything related to instruction. All it says is monitor
your students and temediate them as necessary. My preceptor, although she is quite good
at clinical preception, is a 2-year RN. She's got no actual preparation in teaching. So
she's just left to herself to try and help me with whatever I might have a problem with.
Fortunately for me I've got a good idea of where my weaknesses are and know how to
teach myself what I don't know. If I didn't already know this I'd be at the mercy of my
clinical preceptor. This of course is how it's supposed to happen, but there is pretty much
no support for her other than test scores that are reported, which by the way haven't been
reported yet.
Huh?
Yeah, this first module is 25 hours of instruction time. And there is no assessment up
front. All you get are brief little quizzes that don't cover all of the content at the end of
each lesson. The result may end up being that I get almost half way through the entire
course before_anybody is aware that I'm incompetent! Seems a bit late to me.
Okay, anything else you want to mention about the ECCO.
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No, I'm done whining.
How was today 's ECCO session?

The first two sections were a total waste of my time!
Why is that?
It was absolutely nothing more than basic ACLS content related to ACS & MI. There
really was nothing new for me in there.

And this bothered y ou?

Yes. I wish I could have just tested out of the first two sections and moved on to
something else.
How does this bother you?

Well, it pisses me off that I'm not spending my time working on things I don't know. I
mean, yes it' s a good refresher, but I'm required to have an ACLS card to work in the
ICU. Why are we wasting my time covering things that are part of that certification?
Seems rather inefficient. I just want to work on stuff I don't know.
Why is that? "

Because what I don't know could hurt my patient or worse. I went into health care and
nursing to help people, I don' t want to hurt them.
You sound frustrated and even afraid?

I am! I'm responsible for pretty sick people and I just want to spend my time working on
things that I don't already know. I mean, there are plenty of things about critical care
nursing that I don't know. I'd like to focus on those. I wish there was a way to
determine where I need to focus rather than having to go through 25 hours of instruction
to find out. I wish .I could have gone straight to the next section.

10/20/07

ICU Orientation Shift
Today was a good 12-hour shift. It was of course night shift and I was actually assigned
two critical care cardiac patients. The first one was status post MI and the other was a
CHF exacerbation. Both were on drips. It was really exciting. Both were of course not
that sick as my preceptor is taking good care of me. And they both had other problems as

well.
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The charting is computer based and I like that as well. I like that if forces me to go
through each and every section of assessment. So, although I haven't actually studied
some of these areas yet, I'm getting to see what my assessment options are. I mean, each
area like neuro, or respiratory has all the possible things that you'll see. And by using
this as a guide it helps me to think about what is going on with my patients in those areas.
It also lets me know that I've still got lots to learn!
There was also another code, so I got to be part of that. It's pretty exciting and I'm
defmitely coding a lot more patients that I have before: welcome to critical care.

'

I'm starting to see my patients beyond just what I'm studying. It exciting because I'm
starting to notice things that my preceptor says is good. She's also starting to give
assignments beyond just cardiac. But she's very careful to brief me about what's going
on and to observe me when I'm doing those kinds of things. I really think it's going to
help me when I get to those areas of the ECCO.

So, you like the practice part more than the instruction part?
Defmitely. The instruction part seems to be as much frustrating as it is helpful. I mean, I
know that there are things I know and don't know and that learning is challenging. But I
actually usually enjoy learning.

So, you're not enjoying the learning?
I am enjoying it, but not as much as I could be. I mean, I'm to the point of trying to
figure out how I can beat the ECCO and just get straight to the tests .

.Why is that?
It's just too clunky. I mean, you have to sit through the entire module, you have to shut
off the audio, you've got to search for the info that you want, etc. It's just too darn
clunky. In fact, I've ordered and received a Critical Care Nursing text book and I'm
using it to shore up what I miss just because it's easier than wading back through the
ECCO to try and find the explanation that I didn't get it into my head the first time. I
mean think about it. If you've got 25 hours of cardio instruction and you' ve got to go
through some parts of it a few times, that's a lot oftime. And the part that pisses me off
is that I'm not a dumb individual and I have to go back through the .ECCO or refer to a
text book to get it. This of course is all on my time. Sure it's easy for the organization to
look good by budgeting computer time based on the Instructor manual, but there's no real
accounting for additional instruction. And the kicker is I could be saving time if I could
skip the things that I already know and spend more time on the things that I don't.

Sounds like yo-u 're teaching yourself the things that you don 't know
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I am. I'm not sure how much I'm getting from the ECCO on things I don't know and
how much I'm having to fill in on my own. But I do 19low that the things I already know
I pretty much don't miss any ofthe quiz questions. And the things that I don't know I
tend to miss pretty much all of the questions. And then you have to find the right answer
before you can move on, which means you've seen the correct answer. So when I go
back after I've restudied the ECCO I get the exact same questions.

This is bad?
Yes, because I'm not sure ifl know it or am just recognizing it as the right answer. It's
really a self-doubting experience. Makes me wonder ifl'm really learning anything and
how soon it could come back to haunt me as a bad patient outcome. And I have to admit
that after 4 hours of ECCOing I really don't care. At that point I just want to be done.

Anything else?
Nope, I'm tired, we're done for now.

10/21/07
Module 2 (ECCO 1.0) - Care of the Patient with Cardiovascular Disorders
Lesson 3 - Cardiovascular Diseases
Section C - Cardiomyopathy
Section D - Valvular Disease
I did these at home again as its just way more convenient and comfortable than doing it at
the hospital. I love that part of it.

How were these lessons?
Well, I've pretty much told you all about the ECCO and how it works. There's nothing
new I can tell you other than each section is identical to the last one and the next one. It's
entirely a cookie-cutter process.

This is bad?
Yes & no. It's good in that it's predictable and I've developed ways for dealing with
what I don't like or isn't efficient for me. But it's bad in that there is absolutely no
variety of instruction. I know that I'm going to get objectives up front, one crack at tons
of content, and then a quiz of some of the stuff. If it's a topic I'm familiar with there's no
problem other than I have to sit through it all. It it's a topic I'm not familiar with I'm
going to fail the quizzes surf back to the ECCO once to try and get and then recognize the
right answers when I see the quiz again. And ifl feel like I'm just recognizing the quiz
answers, I look it up in my critical care book.
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What else about the lessons?
Well, they both were mostly new material for me so it was interesting. I of course failed
the quizzes, and guessed the right answers. But because it took me longer to get through
I didn't go back to make sure I've really got it down. That and I'm tired at this point. So
I'm just going to do my best and see what happens.

Anything else?
No, I'd just be repeating myself. That and I'm starting to settle into a groove I think. I
mean, I've gone through about 20 hours of instruction (wow, about 1/3 ofthe ECCO) and
I'm fmding a routine. I just can't wait to see how I do on the exam.

ICU Orientation Shift
My shift was another 2300 - 0700. At first I was worried about not knowing my patients
and starting in the middle of a shift. But the fact is that we have to do complete
assessment (and chart them) every 4 hours at a minimum. So jumping in the middle of a
shift really isn' t a problem.
I'm also fmding that I'm hearing more of the details in report. At first it was all just a
blur of info and I jotted things down that sounded important. But now I'm able to zero in
better on things that are important. I'm sort of getting comfortable in the ICU too. I
mean I know my limits, I've met enough staff and we're familiar with each other.
Everybody is really supportive and knows that I'm a rookie and helps me with important
things.
For example tonight I got a patient from the floor that was decompensating. Turns out it
was a tube feed aspiration that also caused the pt to bottom out. So, I got the patient with
bad oxygen sats and dropping blood pressure. It wasn't quite a code but it was headed
that way. I haven't done pulmonary yet, but I know enough that we need to go to 100%
non-rebreather and to prepare for rapid sequence intubation bagging in the meantime if
necessary. And I also knew that we had to bolus with fluids to try and get some pressure
while we're preparing to hang levophed for pressure as well. So, it was way more stuff
for an orientee to handle. In fact, it was more than any 1 nurse to handle. Everybody was
great and worked like a team.
My preceptor had me focus on the airway showing me where the intubation bag was and
telling me what meds we' d need and how much etc. And while that was going on RT
showed up and took over bagging so I could do the meds part of the intubation. The ER
MD showed up and I briefed him as best I could about what little I was able to learn
about the patient in the 3 minutes I had him (I got no report, just phone call saying he was
coming and about to code) my preceptor filled in the rest.
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While that was going on another RN was talking me through hanging Levophed and
showing me how to program the pump as believe it or not it was the ftrst time I had to
initiate a drip. To point I had always just taken over the drips after everything had been
set up. So it was nice to see this done and to get some hands on.
So, we ended up intubating, which really help the oxygenation status, and the Levophed
did the job. I had it titrated off within 6 hours. Amazing what good oxygenation via a
ventilator and sedation can do for a patient. I didn't know much about the ventilator, but
the RT was able to clue me into what was going on, some of the various settings and why
we were doing what we were doing. It was pretty cool. And I was actually
understanding what they were telling me most of the time.

Sounds like you're learning and getting some good experience
Definitely. And I really like the hands on approach. It really tends to stick when you're
actually doing it and see the results and talking with folks about what is going on. Most
of the staff there are quite helpful and don't seem to mind that I'm asking tons of
questions.

So, do you think the ECCO helping you with this at all?
Yes and no.

&plain please.
I think the ECCO is a very convenient way to put out content. But I don't think it's too
effective with unfamiliar content. Stuff I know or have seen before is easy. The stuff I
don't know seems to take a lot of effort on my own and I usually have to go to my book
or the internet to find what I need, like for the phlebostatic axis thing. When that happens
it tends to leave me rather frustrated. I even fmd myself complaining to my wife about
how I can't believe the AACN would put out such crap. And how the quizzes are
handled makes me wonder if I'm really learning anything, which doesn't leave me
feeling to sure of myself. And this makes me think about what could possibly happen
because of it. And I even find myself dreading what I'm going to get for a patient on my
way into a shift. But so far, my preceptor and staff have helped me feel comfortable.
And I'm not afraid to ask for help and everybody is always ready to help whenever I've
need it. So, so far it's okay.

So, the ECCO is a good refresher, but you're not sure if it's teaching things you don't
know, and that makes you uneasy, self-doubting, and apprehensive?
Precisely!
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10/22/07
ICU Orientation Shift
Another night shift, another decent experience. I got two patients tonight. One med-surg
pt that I transferred out a few hours into the shift: nothing critical to report. My other
patient was intubated and had a pretty bad pneumonia. So I got to work with a ventilator
again and RTwas very helpful. I'm getting pretty comfortable about suctioning,
silencing the alarms (and when to!), bumping up the oxygen, and call RT for help. I'm
even getting some of the different modes down without having actually studied the
ECCO.
Because the pt was on a ventilator and sedated there wasn't much to do in terms of
critical care save monitoring. Of course half the battle is knowing what to monitor and
when to get worried. But this patient just rode the ventilator most of the night except for
when we did AM care of course and gave them a brief sedation vacation.
Then I got an admission. I'll refer to it as an admission of unknown origin as the patient
was not critically ill. Even my preceptor said so. But, it was from a doctor who just
doesn't like to put patients on the floor, so he admits them to the ICU overnight and then
discharges them home from the ICU later the next day. Seemed kind of ridiculous to me
and it would defmitely generate some paperwork and a conversation anywhere else I've
ever worked. But then we're out here in ''Hooterville." That is a small rural community
hospital. This means that we don't have a lot to choose from. So there seems to be a bit
more flexibility in the tolerances than I'm used to.
I reminded myself to stay focused on why I'm here. My job is to learn how using the
ECCO affects becoming an ICU RN. I'm not management here and need to keep myself
focused on the study. Although I have to admit that I'd be much more comfortable
dealing with that situation as I know how to do it! So I really, really wanted to jump in
and do something administrative that I know how to do, but I didn't.

10/24/07
Module 2 (ECCO 1.0)- Care of the Patient with Cardiovascular Disorders
Lesson 4 - Invasive Procedures
Section A- Angiography, Cardiac Catheterization, & PCI
Section B - Pacemakers
Section C - Cardiac Surgery
How 'd it go this time?
These were pretty good modules, it was nice.
How so, was it stuff that you already knew or what?
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Actually, it was stuff that I was minimally familiar with. Normally I don't do well on
things like that and end up having to repeat it or fmd what I need to know somewhere
else.
But that didn't happen today?
No, I went through the ECCO and although I didn't necessarily know the material well, it
seemed to make sense. And when I took the quiz at the end I got them all right. Sure,
· one was a total lucky guess, but for the most part I learned what I needed to learn (at least
for the quiz, well see how I do on the text) and it showed on the quiz.
Why do you think that happened?
Well, a lot of the stuff just seemed to make sense and stick. But I think because a lot of it
was mechanical in nature. I mean, the cardio vascular system is just a big hydraulic
system and if you've dealt with leaking hydraulic brakes you've pretty much got the
experience to deal with complications of invasive cardiac procedures: the system can
leak! But unlike your brakes the body can compensate and you can spot this. That and
care of these folks is basic nursing. The critical part is usually just monitoring for
hemorrhage plus managing whatever comorbidities they have. It wasn't too terribly
technical stuff.
So, did it generate any negative feelings like you 've had with other modules?
Not so much, I mean, there are the annoying things I've mentioned to death already, but I
think I'm learning to let these affect me less than they used to. I've just sort of accepted
that there are things about the ECCO that distract me and I've got to control them or else
I don't learn too well.
Is that what was happening today?
I don't really think so. I just think today's content was easy. Easy is good as it tends to
not launch me off into what will happen because I don't know something or wondering
how the heck this got out of the AACN.
Anything else new or that you want to mention?
No, that was the only new thing; everything else is still like it is with the ECCO.
Are you sure there's nothing else you want to mention? Something about failing the
Module exam?
Oh yeah, I a,lmost forgot. I took the exam after I fmished the last module and I failed it
pretty well.
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How so?
You need an 80% or better on the exam and I got a 67%! That the worst I've done on an
exam in a long time.

Why do you think you did so poorly?
Well; here's the deaL I've been studying the module for three weeks and I never went
back to review prior to the exam. I just wanted to see how I'd do. I didn't make it. So
I'm planning using my next day off to rest. Then the day after that I'm going to review
all my quizzes to see where I'm weak. Then I'll review those areas using my notes and
my text book. Then I'll take the exam again.

10/27/07
You retook the exam today, how did that go?
I retook the exam and passed with a 93%. But I'm pretty sure it was because I basically
just memorized the "right answers" and/or taught myself what the ECCO didn't. I was
able to use it as a tool to identify where my weaknesses were. I mean the test tells
exactly what questions you missed and exactly what slide the correct answer is located
on. So I just jotted down those answers, memorized them, and I also reviewed some
material.

Is that good?
Of course not, but it did record a passing grade and that's all that matters. I of course
have to be able to do what I need to do in the ICU. But because the Synergy Model
basically blames incompetence on a bad patient assignment, there really is no obvious
way to tell if I'm actually incompetent! It's pretty scary really.

ICU Orientation Shift
Tonight's shift was pretty uneventful. That is,. I had a patient with an ART line,. but that's
no big deal anymore. And I got a "dead in the bed" transfer from the ER. The guy was
already gone but we were keeping him alive with a ventilator and medications. His
pupils were blown and fixed and he had a significant down time. He was definitely an
anoxic injury death (brain dead). But the family hadn't come to grips with it. The patient
even had DNR orders documented in old records. But nobody knew it except 1 person.
So I spent the night talking with the family and getting them all to agree to let the patient
die because that was his wish. So, after everybody had agreed that the patient did not
want to live we withdrew care and let him pass. The family was at the bedside and it was
actually a pleasant experience for the family. I of course need some help with the
paperwork and protocols, but it was basically something I've done before.
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My ART line pt was fme, I wasn't able to- fully wean her off the drips, but she was
improving.

10/28/07
Module 3 (ECCO 1.0) - Care of the Patient with Pulmonary Disorders
Lesson 1 - Anatomy & Physiology & Physical Assessment
Section A- Pulmonary Anatomy
Section B- Ventilation
Section C -Physical Assessment
Section D - Diagnostic Procedures
Section E - Arterial Blood Gas Analysis
Lesson 2 - Common Pulmonary Disorders
Section A -Acute Respiratory Failure
Section B -Acute Respiratory Distress
I started the pulmonary module excited as I was fmally fmished with cardia, which is the
biggest chunk of the ECCO, I was really excited to be moving on and feeling sort of
proud and a little confident about what I had done so far. And to my surprise when the
pulmonary module started there was a better narrator to boot. What could be better?
Then I started the Pulmonary module.

What happened?
It was back to the old ECCO. Everything was exactly like it always was. Anything I
didn't already know meant I was going to have to figure it out myself. That and some of
the content basically kicked my ass. It was pretty technical; also, we scheduled a 5-hour
session, which was a mistake. In retrospect it was just too much time in front of the
computer. But I did make it through.

Which parts kicked your butt?
The Anatomy was pretty straight forward and I got all of those· quiz questions right. V /Q
match was sort of deep but knowable .. V/Q mismatching was.even deeper. Shunting1
Low & High V /Q was a bit confusing, but I got those too. And the oxyhemoglobin
dissociation curve was not well explained, but I think I got most of that too. But the
curve shifts were a Httfe deep and I;m not too·certain how pH, diphosphogfycerate 2 & 3,
and C02 changes· necessarily cause a shift in the dissociation curve. I' ll definitely being
revisiting those.

Sounds like the further you got into Ventilation the harder it got.
Yep.
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Physical assessment went okay?
Yeah, I went to a real good undergraduate school where physical assessment was
emphasized heavily. So while I didn't so much learn new info here I did particularly like
the breath sound graphics & audio. The lung sounds were great. But I almost missed
them as I had the audio off like I usually do.

Actual lungs sounds were played?
Yeah, and they were pretty dam good, even the friction rub.

What next?
The diagnostic procedures were pretty useless.

How so?
Well, let's just say that there is a big difference between reading about a bronchoscopy
and performing one with a physician at the bed side. I mean the concepts are all straight
forward enough, but the real challenge is handling the physician.

Can you be more specific?
Sure, the basic bronchoscopy is sticking a fiber optic tube into the lung so you can see
what's going one in there, get some samples, and even clean things out a bit. The patient
is of course sedated for the procedure. But the real challenge is working with the
physician when you do it. That will be ~he challenging part.

Did the ECCO show any of that?
My point precisely, it didn't deal with the parts that matter. It just covered what it is. So,
hopefully I'll get to see it a few times before I have to set one up and actually do it. I'm
sure my preceptor won't hang me out to dry, but I would have liked to see an actual
procedure. I mean it's certainly easy enough to put a video on the web. Why not stick an
actual set-up & bronchoscopy in there for us to see?

Okay, I think! get it. Anything else?
Yep, blood gas interpretation was pretty lame.

How so?
Well, it was the 'ole here is all the content and we hope you get it. There were 2 whole
examples. The first one was of course normal. So there was nothing to figure out. The
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second one was pretty darn simple: an uncompensated primary respiratory alkalosis. But
from what I've seen so far in the ICU they're never that easy and straight forward,
especially after we've had them on the ventilator for a day or two.
You felt like you needed more practice?
Defmitely. I know all the values, but it's the interpretation of the values, particularly
after you've altered respirations in terms of volume and rate that I need to work on. I'll
have to defmitely do some of my own reading and asking my preceptor and the RTs so I
can better figure this stuff out. I was pretty brain dead at thi~ point but I had two more
modules to go. Unfortunately, acute respiratory failure and distress both kicked my ass
badly.
Why do you think that was so?
I was tired and I knew that I was going to have to go back on my own to learn it anyway.
So I just wanted to get through the slides and get out of there. I'd had enough today.
So you weren't really paying attention?
Not so much. But I'll just go to my book and figure it out later.
Why not use the lf,CCO?
It's clunky and you can't really fmd what you're looking for too easily. That and I'll
recognize most of the correct answers the 2nd or 3rd time through it and really not know if
I get or just recognize it. I'll fix it on my own.

ICU Orientation Shift
I jumped into the ICU at 2400 and covered two ventilated patients until 0700. The good
news was that RT takes care of the vents. So other than suctioning and things like that,
the real decisions are made by the RTs and paleontologists. I couldn't help but to notice
that both of my patients were admitted the same afternoon by the same ER doc and were
initially treated and being followed by the same paleontologist. Their orders were
identical down to the volume of respirations. So that part was easy to remember.
Anything of note happen?
Yeah, when I started asking specific questions about V/Q match/mismatch and the
dissociation curve as it related to my patient's ABGs, (which were quite different from
each other) nobody could really give me any straight answers. It didn't take long for me
to realize that most folks don't know this stuff much better than I do.
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Can you be more specific?
Sure, one of my patients was heading towards multiple system organ failure. So, I was
thinking that since the dissociation curve tells us more oxygen is delivered to the tissues
easier when the pH is lower, why are we allowing my patient to get alkalosis? Shouldn't
we be reducing the rate and/or volume so as to keep mqre C02 on board and lower the
pH a bit? Nobody could really answer those questions. There was an RN on shift who
used to be aRT before becoming an RN. He understood what I was talking about and
said I was right and that it would be a good idea. So, he talked to the RT that was
covering and by the end of the shift changes were made and the ABGs showed the result.
But the part that scared me the most was had I not said anything my patient would have
just rode the ventilator until the paleontologist came in the next day.

So the ECCO taught you something?
I admit it, but to be honest. I was using my handheld and the internet to look things up.
The ECCO taught me what terms to use. My .critical care software, ABG calculator, and
Merck manual online are what really educated me. Using the ECCO on the unit would
have been difficult and it didn't really explain it well either. So, the ECCO helped me
some, but again, I taught myself what I needed to know to make a real difference for my
patient.
A whole bunch of other neat things happened on the shift too, but they aren't really
related to using the ECCO. They were more related to my realizing that I was fmally
working in the ICU like I've always wanted to and that I was able to make sense ofthe
assessment info I was putting together. Yes, the ECCO touched on these things, but most
of it I already knew from undergraduate school at the Medical University of South
Carolina.

10/30/07
ICU Orientation Shift
Tonight I got a full shift in. My patient that was going bad got a bronchoscopy at the
bedside right after change of shift. That was fun. .·

What happened with that?
As I suspected, just because you're familiar with the concept in no way means you have a
real clue as to how to get it done! Thank Christ my preceptor was there. She basically
did everything, but she did talk me through it. And I did get to do some hands on stuff
like collect the specimen and pass the flush & meds. Simple stuff like that which the
ECCO doesn't even mention.

So you felt a little short-changed with that procedure?
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Yep, and with pretty much all of the procedures I get the same feeling.

What's that?
The 'ole, thanks for the view from 1,000 feet, however, we're going to be at sea level
when we do this. I need more detail please. I mean, I get the concept, but I have no real
idea of what it takes to get a particular procedure done. My preceptor is doing a good job
ofletting me see how they're done before I'm thrown in. And I have to say that most of
the physicians are pleasant. But how hard would it be to put a damn video clip in? This
thing is supposed to be cutting edge right? Why not use the technology? Kind of puts
me off a bit (like you haven't figured that out yet eh?). It's not very confidence-inspiring
to say the least. Makes me dread and wonder if I'll get the chance to screw it up or not. I
video would help a ton.

Anything else worth mentioning that we've haven't mentioned before?
No, the ECCO is amazingly consistent from module to module and lesson to lesson. No
new insights here.

11/2/07
Module 3 (ECCO 1.0)- Care of the Patient with Pulmonary Disorders
Lesson 2 - Common Pulmonary Disorders
Section C - Other Major Pulmonary Disorders
Section D - Thoracic Surgery
Lesson 3 - Oxygen & Ventilation Delivery Devices
. Section A- Oxygen Adjuncts
Section B -Mechanical Ventilation

How did this go?
It started okay. There were no real issues with other major pulmonary disorders. It was a

good refresher.
Thoracic surgery was okay too. I thought I'd get my butt kicked again like yesterday.
But I didn't. I especially like the part on chest-tubes.
It was good Instruction?
Yeah, it was pretty clear, but again, I had prior knowledge. It was basically a refresher.

What else?

220

The ventilator stuff was pretty good too. I took notes and I'm putting them into my hand
held for ease of reference on the unit.

How did the quiz go?
Actually, I did pretty poorly. But I think that was a function of yesterday' s challenges. I
know I've got to go back and do some damage control with V/Q etc.

How will you do that?
Well, first I'm just going to take the test and see how I do. Then I'll go back and .look at
the answers I missed to memorize them for the test. And I'll also go to my text book and
the web to fill in any gaps.

No new ECCO insights?
Nope, except that Nurse Monotone is back! Everything else is what it has been.

11/3/07

ICU Orientation Shift
How did this shift go? Did you get to use any pulmonary or cardiac knowledge?
Actually yes, especially the cardiac part and the emergency oxygenation parts.

What happened?
One of my patients was in for atrial fibrillation with uncontrolled ventricular response.
But it became immediately apparent that he was going into DTs. He wasn't admitted for
DTs and the history didn•t suggest it. But anybody who·s ever seen a drunk go into
withdrawal knows it when they see it and smell it. He was on the maximum cadizem drip
when I came on and he was a patient of one of the less than highly skilled doctors that we
have. But I was letting my preceptor handle it.
It wasn't long until we both could see that he was not responding to treatment and was
actually worsening. We tried everything, benzos, 1: 1, bringing in the family, we finally
got a Haldol order. And I specifically recall saying to my preceptor that since this guy is
spiraling downward: getting more and more agitated with his heart rate getting faster and
faster why couldn't we sedate and intubate him. His heart rate had been accelerating for
hours and nothing was working. Then shortly after we got the Haldol aboard he started
to brady down (heart rate dropping precipitously). So we of course discontinued the
Cardizem, gave all'possible reversal agents, and were doing CPR in short order. This of
course included bagging him. We were in a code blue for 1.5 hours straight with the
family at the bedside.
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The family was of course convinced that we had killed him with all the medications we
had given him. However, what they didn't get was that he' d likely have just coded
sooner than he did if we didn't give him medications.
Dealing with death of a patient is always tough, especially when you're on orientation
and not so confident to begin with because you're in a new environment. Then add that
the family thinks you killed their father and it' s even more fun. But the kicker was when
we were doing our debriefmg my preceptor said that in retrospect we should have thought
about sedating and intubating. I realize that we were all in the heat of the moment and
the last thing you do is listen to a suggestion from the rookie. But I couldn' t help but to
think to myself"! suggested that 20 minutes before he coded, you poo-poo'd it, & I'm on
orientation!"
True it would have helped things if the patient was a truthful & accurate historian. But
then it was obvious to me the minute I laid eyes on him. He was going into DTs and
everything we tried didn't work. The only thing I could feel remotely good about in the
whole thing was that I had actually mentioned sedation & intubation and that it really was
not my patient as I was on orientation. And even if I was off of orientation the charge
nurse takes charge and calls the shots. I did what was expected of me, I was not leading
the team. But that really doesn't seem to matter much when the patient dies.
By the way, there' s nothing in the ECCO about handling patient death.

How was the test?
I was a little off my game. I failed it twice. First I got a 67%, then I got a 78%. So I
took a day. off, studied my text book for another day and reviewed the correct answers to
the ones I missed and then I passed with an 84%.

11/4/07
Module 4 (ECCO 1.0)- Care of the Patient with Renal Disorders
Lesson 1- Renal Anatomy, Physiology, & Function
Section A - Anatomy & Physiology
Section B -Functions of the Kidney
Lesson 2 - Fluid & Electrolytes
Section A- Fluid Disturbances
Section B -Electrolyte Disturbances
Lesson 3 -Acute & Chronic Renal Failure
Section A- Renal Failure
Section B- Management of the Patient with Renal Failure
Section C - Dialysis

How was this module?
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Really nothing new to report about the ECCO. It is what it is. I think I may have reached
saturation with it after 34 hours of instruction. It's really just the same instruction with
new content over and over. Nothing changes.

You 're locked into a set pattern?
Pretty much.

And we know what that pattern is already so we won't go into it here again.
I'm still doing the ECCO at home and I still like that part about it. And I am getting
better controlling my fear and apprehension. But I have to admit that having a patient die
like that guy did the other day is unsettling a bit.

Fear & Apprehension? Explain please.
Well, it scares me when I get a bunch of information dumped on me that I'm not certain I
fully understand and remember. I mean, the cardiac module was 26 hours of instruction
that included hemodynamic monitoring, EKGs, etc. etc. It's technical stuff you don't just
get in one pass and even if you did you still have to become familiar with actually doing
it. It's like passing a written exam on jazz improvisation: that don't mean you can swing.
Sure you get these little section quizzes, but they force you to guess the right answer if
you don't know and you get the same questions the next time through. So, I might know
or I might just be remembering from last time and I'm not really sure which. That is
frustrating and scary to say the least. Take the guy that died, he was defmitely a critical
cardiac patient and I'm definitely a critical care cardiac rookie. Did I miss anything?
Should I have seen it coming? Could I have done better? Sure, I did what I did which in
retrospect looks acceptably competent to everybody I've spoken with since. But that
doesn't make me feel any differently about the uncertainty I have after "successfully"
going through the cardiac module.

Anything you want to add about the renal module?
Okay, there wasn't much new information for me in it. It was a good refresher and like
usually happens I did well on the quiz.

How about the test?
I got it frrst time up with an 82%. But I didn't like that score, so I studied my text some
more and got a 94% the second time.

You didn 't use the ECCO at all?
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No, I prefer using my text. And realize that I'm a bit of a computer geek and have been
teaching online since 2000. So I enjoy the environment, I just don't like the ECCO that
much!
Where are you taking the exams?
At first I was taking them in the computer lab. But after the first one I asked my
preceptor ifl could just take them at home to speed things up. She said she didn't mind
and she knew that I'm actually studying the ECCO and felt there was no need to
supervise me given my clinical performances.

ICU Orientation Shift
Renal critical care is pretty benign. I mean if all else fails dialysis and lasix pretty much
fixes them if you get them in time. But we do have some good and aggressive
nephrologists at the hospital. So my renal patients don't see so critical. I realize they
require much closer monitoring and meds etc. than the floor can handle and we do run
drips on them too so that we don't kill 'em during dialysis. But we actually have dialysis
RNs who are pretty dam sharp that cover your patient when they're dialyzing. So it's
really just fluid and electrolyte management plus whatever else they've got going on.
That's it?'
Pretty much. The hardest part is the anatomy and the renin-angiotension-aldosterone
system. Once you've got that down everything is down hill.
Also, I had a real good clinical instructor on a renal floor back in undergrad. It's amazing
how much of that stays with you. The only thing that really surprised me was the very
high levels of potassium we see in the ICU. I mean, you're always taught that too much
potassium kills the patient, and it does. But if the patient is alive when they get there,
there are things we can do the reverse it pretty fast. I don't do them all mind you. The
MDs and dialysis RNs do most of it. But I help out with the ventilator, with the presser
drips, with all the monitors and stuff. But it really isn't as urgent as a cardiac or
respiratory problem. Granted those can end up happening if things don't go as planned,
but I haven't seen that yet.
You're sounding a bit more comfortable in the ICU
I am. And it's amazing how going through an unexpected patient death can change your
relationships among staff.
How so?
Well, we all went through it together and everybody seems to remember when it
happened to them for the first time in the ICU. It was a real building experience in all
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honesty. I wish it would never have happened, but it does. I'm glad that I'm able to find
some positive in the negative experience.

11/8/07
Module 5 (ECCO 1.0)- Care of the Patient with Neurologic Disorders
Lesson 1 -Anatomy, Physiology, & Assessment
Section A- Anatomy & Physiology
Section B - Physical Assessment
Section C- Laboratory Tests
Lesson 2- Common Neurologic Disorders
Section A- Cerebral Vascular Injury and Stroke
Section B - Tumors
Anything new here in terms of the ECCO instruction?
No, it's the same old boring ECCO. I really think I'm beginning to hate it.

Can you explain that fteling more?
It's beginning to really piss me off that I have to sit through the damn presentations
knowing that I'm probably going to fail the exam and then have to go back and memorize
particular slides, or memorize the "right" answers, or just flat out teach myself using a
text book or the web.

It upsets you that you aren 't learning it the first time?
Yeah, at first I was like oh well, its critical care there's a ton of stuff that you won't
know. So I was prepared to have to work hard to learn a new area of nursing. Then I
start the ECCO and a lot of it isn't new material, which I suppose is justifiable and good.
Then I get to something I don't know such as hemodynamic monitoring and it's
"WHAMO!" here's an ass-load of technical information that's going to take time to
understand much less master and be able to do in a moment on the floor. I mean come
on. It's like explaining to somebody how to sky dive once and then saying okay let's
jump, but don't worry you're preceptor will be there if you run into any difficulties. Only
in nursing the patient dies!
I mean come on please, ABG interpretation takes practice, cardiac rhythm interpretation
takes practice, ventilator management takes practice and each and every type of
hemodynamic monitoring takes practice AND there are plenty of intricate equipment
familiarity issues as well. And combine that with all the other issues of a typical patient
and you just aren't prepared to effectively handle it even ifyou did pass the exam.

So you're saying the exams don't reflect actual competence?
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At times they do. But for me it just seems like they're only a good measure ofwhat I
already know. For new things I'm learning I'm not so sure.
What do you mean?
Here's the deal. After I complete a lesson I take the quiz until I get them all right because
that's what the program requires. After I miss the question I basically just guess/click at
the remaining 3 or 4 options until I get it right. Then I make a brief note of the question
& answer.
After I complete a module I review my notes. Then I take the test. I usually don't get
80% on the first try, but I get close, about 75% give or take. Then the ECCO tells me
what slide the correct answer is on. So I go to the slide and take notes again.
Then I review my notes memorizing the tables or figures that I need to. Then I go to my
text book and read and study the parts of the chapter that deals with the concepts I got
wrong. If that doesn't clear it up I go to the web and do some research. Then I go back
and take the exam again and I pass.
But here is the scary part, because it's multiple choice & true/false you really don't have
to be 80% competent.
How's that?
Check it out. All I absolutely have to know at a maximum is 74% of the material because
my odds of guessing on a multiple choice/true false exam are at worst 25%. So, 25% of
25% = 6%. 74% + 6% = 80%. All you really need to be is 74% competent, or worse
depending on how many true false questions there are, and odds are that you' ll pass just
guessing at the questions you don't know. How it is the AACN hasn't realized that!
Where I went to nursing school 74% or less was aD and you didn't pass. It' s almost like
a bad joke except my patients and my sanity end up being the punch line.
So, you 're saying that you 're ability in passing the exams isn 't so much a result of the
instruction.
Pretty much. I mean the ECCO is a great review device for things I already know or
knew because I can fill in the gaps on my own. But for new things I don't know it's
worse than a book because it tends to distract you with the multimedia. And there is
absolutely no practicing of any of the concepts. You get it explained once, perhaps over
an interval as long as a few days, and then you're tested on it. It's really a measure of
how much you already know, how much you can retain in one pass, and how well you
can identify what you don't know and teach yourself (which we know is termed
metacognition). So if your prior knowledge and I st pass retention don't add up to 80%,
you're on your own baby, good luck. Hopefully you and your preceptor can figure it out.
And by the way, this all comes on your own time.
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Back to today 's lesson, how did it fit into what you've just described?

Well, lesson 1 & the first two sections of lesson 2 were almost entirely review for me. I
only missed 1 question on the quiz. So I briefly re-memorized "On Old Olympus
Towering Top, a Finn and German Viewed Some Hops." It's just a basic pneumonic to
remember the cranial nerves. See how it works? I knew the A & P, almost all of the
assessment, and the diagnostics (at least the parts the quiz asked about). The part of
assessment I got wrong dealt with which cranial nerves do what. So I went to the text
book and reviewed the pneumonic and the functions associated with the nerves. That
way I could put the specific nerve functions together with the assessment fmdings and
poofl I've taught myself what I had forgotten and didn't get in the first pass.
What kind offeeling does this leave you with?

Well, first off I'm disappointed that I didn't pass. Then I get frustrated because I'm into
this pattern where I know I won't pass the exam without putting in a whole bunch more
time and effort on my own to figure it out. It pisses me off that it's really just a basic data
dump. And it concerns me that I'm really just figuring out how to pass the exams rather
than really know the material. When I think about it, it really makes me wonder what I
really know. I mean, am I really competent enough to deliver quality care, which in the
ICU can be the difference between life and death. It's a pretty unnerving thought really.
And I find myself wondering what kind of patients I'm going to get each night and if I'll
be able to recognize when they're going south and if I'll be able to intervene effectively
to help them. I realize that there are things like my preceptor and other staff members to
help me out and that they all are really good about helping me when I ask. But I can't
help but to wonder if I'm learning what I need to learn to really be a good ICU RN or am
I just punching a ticket to create an illusion of competence.
Wow, that 's heavy. I can tell you 're tired, let 's stop.

11/9/07

ICU Orientation Shift
How was the ICU today?

Well, I got a non-critical down-grade and a pt with respiratory and renal failure.
Nothing Neuro?

Nope. And when I asked my preceptor for a neuro patient I was told that we don't get
too many neuro patients as we're not a stroke center and we're a rural facility so most
neuro patients go to Fresno or Bakersfield or somewhere else with neurosurgery. We'll
do the basic stuff in the ER and maybe hold them in the ICU on occasion when the fog
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won't let the medivacs fly or the ambulances run. So it's a bit disappointing that I won't
get a chance to actually use what I'm learning for neuro. I always thought neuro was
pretty neat when I would see them in the ICU on Guam when I was rounding as the night
nursing supervisor. We didn't have any neurosurgeons there, but we were all they had so
our surgeons would do cranial bolts and send 'em to the ICU. I friend of mine explained
a "brain bolt" to me once and stepped me through managing it, but that was 8 years ago!

Did you feel comfortable with your assigned patients?
Sure. The downgrade was a plain old med-surg pt waiting for a bed, so she was easypeasy: 1 assessment, antibiotics & pain control, and then transfer towards the end of the
shift.
The resp/renal failure was a prisoner from Corcoran. A big 'ole African-American dude
who's been on dialysis for years and refused his Wednesday dialysis and went into resp
failure. This was really just a fluid overload but he was quite combative in the ER. So
they sedated & intubated and sent him to us just before I got there. So I just kept
Mother's Milk, which is Diprovan (an anesthetic), dialed up and let the Dialysis RN do
his job. Diprovan tends to drop blood pressure, so when the Dialysis RN was pulling off
fluid, which also tends to lower BP, I just lightened up on the Diprovan to keep his
pressure up but still sedated. The neat part was that I asked for and got an order to
monitor CVP because it's already built into the central line and I thought real-time
monitoring would give me a bit of a head start on any hypotension.

Explain that some.
Well, I figured ifBP was a concern I'd rather have real-time BP monitoring e.g. an
arterial line. But since we couldn't get that without a physician's order and somebody to
place it, I thought CVP would be the next best thing. Sure it's a measure of preload and
I'm looking for afterload, but the guy has no kidneys and is hypertensive, which means
he's holding onto water. So I'm thinking ifl'm watching his CVP I'll be able to see any
precipitous drops in BP sooner rather than waiting every 5 or 15 minutes for a BP .· So,
my preceptor said sure, just set it up. So I did.

Did it work?
Well, not perfectly, he had other issues besides hypertension that were elevating his
preload (such as pulmonary congestion, some heart failure, & a lot ofPEEP to name a
few), but it was another piece of data that helped me confirm what I was seeing with his
non-invasive BP, dialysis, and LOC. The bottom line is I was able to decrease the
diprovan by 50% and achieve adequate sedation over the course ofthe shift, which is
good.

Do you suppose the ECCO help you in this regard at all?
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Sure to some extent, but not beyond what I've already described.
Such as?

Such as the ECCO refreshed what I already knew about respiratory failure, heart failure,
and renal failure. And it also prompted me to teach myself how to manage ventilators,
diprovan, sedation etc. But I can't say it went beyond memorization of some facts to give
the appearance of competence through successful completion of an exam as previously
discussed.
Can you say that any more briefly and succinctly?

Yes, the ECCO helped me to know what I needed to learn to better deal with this type of
patient. However, most of what I learned to do this I taught myself.
What else can you tell me about this?

The ECCO is about showing that you've learned some facts and that's it. I mean, it puts
out information and if you get it the first time great, if not you're on your own to get it.
Going back to the above patient, sounds like you were exercising a lot ofjudgment and
inquiry. Like you were almost experimenting a bit with your patient. Does the ECCO
teach you or encourage you to do that?

No. That would be investigatory and the ECCO is clearly not that. The ECCO is entirely
expository. That is, it's a data dump and you're expected to regurg it. You're not asked
to apply it in any meaningful way. Rather, just simply pick the right fact. Although at
times the ECCO attempts to move away from that by putting questions into a mini-casestudy. But the problem with how they do it is that you're not actually discussing a case
and thinking through it because it always comes down to multiple choice fact
identification. There is no short answer or exploration of rationale. It's recognizing the
"correct" fact that they're after.
Okay, we're out of time, any parting thoughts?

Just that I can't wait to be done with the ECCO.
You don't like it?

Not as much as I thought I would. I mean, I typically prefer web-based learning, but not
this time.
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11/10/07

ICU Orientation Shift
How was today?
It was fun.

How so?
Well, I got my prisoner back. Suspiciously enough he's dong much better after dialysis.
He was extubated around noon and he's doing fme with that. All he needed was dialysis.
I've also learned that he's a frequent flier. That is, he refuses dialysis, usually on a
Friday so that he can spend the weekend in the ICU where he gets to watch TV with the
guards and gets to interact with the nurses.

Sounds like it's a mini-vacation or retreat from the prison?
That was the impression I got from the staff and the guards. He'll go back Corcoran
tomorrow.

What was your other patient?
A GI Bleeder that is also a dialysis patient and on a vent. Seems she decided to get drunk
rather than go to dialysis and her family found her down. She had bleeding esophageal
varicies, respiratory distress (aspiration, history of valley fever, fluid overload/CHF), and
very high potassium. So, she got bent with an upper EGD, dialysis and transfusions, and
intubation. So, I just kept her lightly sedated with an ativan drip and monitored serial
H&Hs and cardiac enzymes just to be safe. She ruled out for Ml, but her BNP was of
course up some. She also had some nasty stasis ulcers in her lower extremities because
she's also a diabetic and doesn't eat well either. So I was also doing frequent finger
sticks to check blood sugar levels.

Again, I have to say that you 're sounding like your getting comfortable in the critical
care environment. And I noticed that you're taking care ofa critical GI patient and you
haven't had that ECCO module yet. What do you think about that?
Well, although she was a GI bleed, she was bent before I got there. So, she's really a
Cardio patient as were looking at hemorrhage. And she's definitely a critical renal
patient with a K level of 8. something. And she's defmitely endocrine patient (but not
critical endocrine).
I'm getting a lot of vents too. And I'm feeling more comfortable with them the more I do
them. And I have to mention that I'm getting most of my education from the RTs and
from surfmg the web and reading text books.
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You're not referring back to the ECCO for any of this iriformation?
No I'm not.

Why is that?
I've mentioned this before. It's too clunky. There is no internal search option. You've
got to wade through the entire presentation to fmd what you're looking for. It's not too
efficient. So I just use the web and/or a text because I can pinpoint the information I
need. That and you can't hear the audio to well without headphone and you can't
monitor your patient to well if you can't hear the alarms. So it's really not realistic to
think that you can actually use the ECCO while you're on shift. You just don't have that
kind of time with critical care patients.

End?
Please.

11/12/07
Module 5 (ECCO 1.0)- Care of the Patient with Neurologic Disorders
Lesson 2- Common Neurologic Disorders
Section C - Infectious Diseases
Section D - Seizures
Section E- Traumatic Brain Injury
Lesson 3 - Intercranial Pressure Monitoring & Management
Section A- Physiology & Monitoring
Section B- Treatment & Interventions
ICU Orientation Shift
You finished the Neuro module. How was it?
Same shit new day. There's nothing new to tell about the ECCO itself: it's a cookie
cutter. And there's nothing really to add to how I feel about having to teach myself what
I figured out that I don't know.

Do you feel any sense ofaccomplishment or any other kind offeelings that we haven 't
talked about yet?
Yeah, it's not all negative all the time. I do feel a sense of satisfaction when I
successfully take care of my patients. But I know I'm getting the "easier" patients with
the exception of the guy that died.
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I'm also sort of proud of myself for being able to pass the exams. They do require I bit of
time and effort on my part.
And I like the relationship that I'm developing with my preceptor. She's great and we
often talk about the ECCO and its challenges. And it makes me feel better when she
admits to me that there are things in there that she doesn't know and that other bigger
things demand attention before you ever get into the weeds that far. So that's a nice
reality check.
How were your patients?

Well, I got a guy with Goodpasture's Vs Wegener's.
Huh?

Not to go too far into the weeds, but he's a pretty sick guy going into respiratory and
renal failure. And he's pretty anemic with some third spacing going on. But honestly,
he's got way too much stuff going on for me to fully realize at this point.
So what are you doing?

Well, mostly vent management, dialysis, hemodynamic monitoring and meds to keep his
pressure down, and a lot of asking my preceptor if I'm missing anything. The guy is
pretty sick.
And your preceptor gave you this patient why?

A couple of hours into the shift I asked my preceptor the same question. She said she
gave me a really sick patient because she wanted to see how I would handle it. That is,
could I exercise enough judgment to know when to let my other patient coast and when to
get worried with what with the sick guy? You know, prioritize his needs and another
patient's needs.
Other patient?

Yeah, your basic not too sick patient with enough co-morbidity to warrant closer
monitoring than the floor can handle. And he was intubated on a vent which of course
the floor can't do either. He was pretty sick, but not that sick.
What kind of comorbidities?

Let's see, end stage dementia, hypotension from an infected decubitus/sepsis, aspiration
pneumonia, newly placed peg tub~, moderate heart failure, diabetes, and rule out MI.
Other than that he was okay! But, I did discover the beauty of vasopressin. It just works
better than levophed or dopamine or anything else for maintaining blood pressure in a
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septic patient. He was sedated on a light ativan drip and ventilated. All I had to do for
him was ride the vent, tum/suction/oral care Q2, 3 assessments, minimal titration, some
finger sticks with coverage, and of course clean up a code brown. That was really about
it.
That sounds like a lot.

Not really, nothing in and of itself too demanding, just lots of little things. And that was
the test. My preceptor wanted to see ifi could intervene as necessary with that guy AND
handle the other guy who was really quite sick.
How did y ou do?

She said I hit all of the big things and most of the little things. I told her that I was aware
of the little things I missed, but that I just didn't have the time to deal with everything.
She said she knew and that was the point: priority. She said I had done very well in
knowing when I was beyond my scope and for asking for help when I needed it. It was
challenging, but both of my patients were alive when I left.
Anything about the ECCO today? Nope.

11/13/07
ICU Orientation Shift
How was today?

Just another shift in the ICU! I had the same two guys. Both were doing better in terms
of cardio. But they're both still on drips/meds. They're both still intubated but doing
better. No real big changes in status, they're both still in the ICU. But they're both a
little better today than yesterday.
Anything else?

Yeah, it was a lot easier today than yesterday.
How so?

Well, whenever you get the same patient back you have a familiarity. That and I looked
up some things about the vents, and Goodpastures Vs Wegener's. My preceptor also did
some homework. We both think it's more Wegener's than Goodpastures based op. some
of the labs. And when we mentioned it to the paleontologist he agreed and ordered some
more tests.
How was that experience?
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It was very nice to know that I came up with the same thoughts as my preceptor and the
MD. It gave me some confidence.

And how is this related to the ECCO?
It's not really. I looked up what I thought I needed to look up using the web (the Merck
Manual online is great) and my critical care nursing text. Goodpasture's and Wegen~r's
are definitely NOT in the ECCO under renal or pulmonary. And I also skimmed through
the last module (care of the patient with multiple disorders) and it ain't there either.
So the good news is I know how to make myself smart on things that aren't in the ECCO.

11116/07
ICU Orientation Shift
Any Neuro patients today?
No, and I'm not going to see them either.

Why not?
Again, we're a rural community hospital without neurosurgery capability. We tum
everything out to other facilities.

Is there anything related to the ECCO & Neuro we haven't talked about?
No, just that I wish I would get to see some of what I learned the rest of Lesson 2 &
Lesson 3. The only real thing I might get to use is the seizure stuff. Other than that
baring a blue moon I just won't see any neuro stuff. At least that's what my preceptor
tells me.

How were your patients?
Well my dementia guy got weaned off the vent and drips and went to the floor. My
Wegener's guy is doing better. He's off the vent but his kidneys are moving slowly in
the wrong direction. But his hypertension isn't as bad. Hopefully he'll improve.
And I got another patient with respiratory distress/failure. But they won't intubate her.
I'm not sure why and neither is my preceptor or any of the other RNs. We're using
BiPAP to keep her saturated. She's got a pretty good pneumonia going on. She's the
worst I've seen not on a ventilator. And, ironically enough, she's got a newly diagnosed
seizure thing that nobody is real clear about.

234

Explain?

Well, her mom says that she's been doing weird, involuntary positioning things with her
hands and feet for about 2 months and that she was evaluated by a neurologist in Fresno
who said she was having focal seizures. I can't really have a conversation with the pt
because her oxygen saturation starts to drop immediately. So it's just yes/no type stuff
with her. And there's a weird dynamic with the family. She's thirty four and lives at
home with her parents with her husband and children. The husband has never come in
and the mom is constantly worrying about if and when he calls and what he says.
Anyway, she's been here a couple of days and isn't really improving pulmonary wise.
But the pulmonologist want to let her tough it out before they intubate her. They think
she's young enough and strong enough to make a recovery without intubation. To me
she seems tired and I wish they'd let her rest. But other than the occasional episode of
weird hand or toe/foot movements there's nothing but lung issues. The seizures really
aren't too bothersome and only last a couple of minutes. In fact, nobody but me is
documenting them.
Anything about these patients or how they tie into the ECCO?

Nothing that we haven't already mentioned a few times.
I 'm sort of thinking that we may be at saturation.

Me too.

11/17/07
Module 6 (ECCO 1.0)- Care of the Patient with Endocrine Disorders
Lesson 1- Anatomy, Physiology; & Assessment
Section A- Anatomy & Physiology
Section B -Physical Assessment of Organ Function
Lesson 2 - Common Endocrine Disorders
Section A- Diabetes & Complications
Section B - Pituitary Disorders
Section C - Thyroid & Parathyroid Gland Disorders
Section D -Adrenal Gland Disorders
What 's the word?

The word is humility.
Explain?
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I thought I'd do very well with the endocrine module as I've already had a number of
endocrine patients in the ICU already.
You didn't do well?
Not the first time through.
What specifically happened?
Well, not to make excuses, but I was a little tired and a little too confident. As a result I
really hauled ass through the 4 hours of the module and didn't take notes or anything like
I normally do. I just went straight for the test.
And?
I failed miserably! 63%, my worst score yet.
So what did you do?
I went through the module again focusing on the stuff I missed. And I went to the web
for some info and read some specific parts of my text. Then I took the test and scored
80%.
That's good enough, right?
Good enough for the ECCO, but I'll need to go back and tune it up a bit at a later date?
So you're going to take the 80% and move on?
Yep.
In previous modules you've scored higher and gone back right away. Why are you
content to defer this to later now?
I'm just that sick ofthe ECCO. I really just can't wait to be done with it.
Anything positive to talk about today?

.

Yeah, I finished another module. I'm that much closer. I'm ready to be done.
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11/18/07
ICU Orientation Shift
Any Endocrine stuff on the shift?
Actually yes. I had an insulin drip. It was Q 1 hour monitoring for DKA. But it was no
big deal. The only exciting part was that the MD wrote for a flat rate of 6 units of regular
insulin per hour. But this wasn't covering it. So my preceptor just wrote a verbal to
titrate insulin to maintain tight control. Apparently there is a protocol for this and my
preceptor knows the MDs well enough to just do it and they'll sign the verbal in the
morning without out our actually talking to them.

How did that make you feel?
A little exciting and a bit nervous at the same time. I mean, I've done similar things
before, but with Tylenol and basic lab studies, never for a titrated medication.

And?
And I felt okay with it because (a) I'm on orientation, which means my preceptor is
responsible from a liability standpoint and (b) I didn't write it, she did! But after I had
some down time and looked it up on a couple of sites on the web I realized that her
formula for titration was a recognized standard of care.

You go to the web a lot for validation and education. Why not use the ECCO?
Again, it's clunky and you can't just go to what you want. That and I just finished the
endocrine module and there was no insulin titration formula mentioned. I knew it was a
dead end.

Anything else?
Yes. I also got my young pneumonia patient with the newly diagnosed "benign"
seizures.

And?
And when I came on I got the same report I had on her before except her chest x -rays
were worsening and she wasn't maintaining her oxygen sats like she used to. I and my
preceptor didn't understand why she hadn't been intubated yet. When I conducted my
assessment she was obtunded at best, her pupils were extremely sluggish, and her focal
seizures had increased in scope. That is, her small little hand/fmger & toe/foot posturing
was now involving the entire arm or leg. When I brought it to my preceptor's attention
she was convinced it was nothing new. But I knew something was wrong. She was just
different. So, I began to look at other things like Babinski reflex (she failed) and pulse
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pressure (it was widening and when I graphed it out it widened out over the past 12
hours. So I called pulmonology who was also primary. We were discussing it with
pretty much all the RNs when the pulmonologist stopped by. Suspiciously enough we
did a rapid sequence intubation. The improved sats seemed to also improve all of her
signs and symptoms. She seemed to be doing better. I was proud that I knew something
was going on. I just wished we had more neuro patients because it became apparent that
nobody was confident in their neuro. I felt like I was one of the RNs that knew the most
and I was on orientation. It was sort of scary.

11/20/07
Module 7 (ECCO 1.0)- Care of the Patient with Gastrointestinal Disorders
Lesson 1 -Anatomy, Physiology, & Assessment
Section A- Anatomy & Physiology
Section B- Patient Assessment
Section C- Diagnostic Testing
Lesson 2 - Common Disorders
Section A- Upper GI Bleeding
Section B- Acute Pancreatitis
Section C -Hepatitis
Section D - Hepatic Failure
Section E - Acute Abdomen
Lesson 3- Nutritional Support
ICU Orientation Shift
How was the module & shift?
Actually, I hammered the tests first time up on this one.
Your score?
92%.
Did you do anything differently?
No, but I have to admit that I was paying a bit more attention the first time through
because I did so badly on the last exam. But in med-surg you do get many of these kinds
of patients. There wasn't a whole lot of new stuff for me.
So you think were more focused because you did' so poorly last module?
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Yeah, to some extant. But also I've really had a number of GI patients in the ICU
already. I'm not sure if GI is just easy or what. But I passed right off and I'm glad.

Why?
Because I'm a bit sick and tired of putting in twice as many hours as estimated to pass the
darn exams.

Expand on that please.
Well, there are estimated times for completing the modules. And they are pretty
accurate. But what they don't tell you about is the amount oftime that you'll have to put
in to actually pass the exams. Again, you have to sit through the whole module at least
once . . And if you need a better score it's all on you and your time.

Whose fault is that?
Well, if I subscribe to the "traditional" nursing view of education it's my entire fault,
there must be something wrong with me for not getting it the first time through. If I
would just try harder I'd do better. But I know better than this.

How's that?
Well, and I may be cro~sing the line from immersion to analysis and leaving the role of
learner for educator, there is a certain amount of responsibility for the learner's
performance that goes to the instructor/instruction. That is, if your students aren't
meeting the mark perhaps you're not teaching well. I really learned this with the EMT
program on Guam.

Explain.
Well, when I got the program the Navy average pass rate was like 40% and we were at
27%. I can't recall the exact numbers but it was pretty clear that Guam was receiving all
the dumb corpsmen or we were doing something wrong. So I looked at the curriculum,
which is established by the Dept. of Transportation, and compared it to what was going
on in the class. Lo and behold we were way off target both in terms of content and time.
So, I adjusted what we were delivering and how much time we were delivering it over to
be in line with the DOT curriculum ~d an amazing thing happened. We immediately
doubled the Navy average and then some. So I learned right then and there that the
instructor/instruction has just as big if not bigger impact on student achievement as the
student does, especially when you're dealing with people of a certain level of education
such a Corpsman or a Registered Nurse ..

And how does this relate to the ECCO?
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Well, since I have good reason to think that I'm at least as smart as the average bear in
nursing, either I'm stepping way out of my league or the instruction isn't that great. That
and I've taught clinical nursing for Cal State Bakersfield, Bakersfield College, University
of Guam, and Cerro Coso College. At every school I can count on 1 hand how many
times a student knew something I didn't. Yes, it happens, but not too often. So, if these
are the kids that are now going straight into critical care nursing because of the RN
shortage and they're using the ECCO, I'd like to think that I'm doing as well as they are.
And if I'm struggling with it, I'm thinking they are too. But I could be wrong. I just
might be a slow learner.

Sounds like you're almost trying to protect your own ego.
Sure I am. But it could also have something to do with an idea, or theory if you will,
about professional education.

What 's that?
Here goes. When you're a professional you have specialized knowledge in an area that
only those with such knowledge are qualified to teach. However, just because you know
the content doesn't mean you can teach it well. Further, I suspect that those in
professional education such as nursing base their teaching on their favorite aspects of
their most beloved teacher rather than on any educational principles. I say this having
gone to a well-known and ranked nursing school where we didn't get a whole lot of
instruction on education. Sure we learned that nurses do a ton of patient and family
teaching. And we may have had a lecture or two on androgogy and cultural sensitivity.
But our educational preparation was cursory at best. Rather, we tended to focus on
nursing content.

So you're saying that subject matter experts such as nurses aren 't good teachers?
Yep. And I'll go further. Not only are we not necessarily good teachers, we're even
worse instructional designers nor are we sound practitioners of instructional technology.
I think the farther we venture away from nursing the less skilled we are at what we're
doing in the name of nursing. And I think the fact that there isn't a shred of literature on
the instructional evaluation of the ECCO is not surprising: we probably just aren't aware
that we're supposed to do that. It's like our ability to teach well with little exposure to it
in our professional education, we've simply assumed it's something we do well.

What do you mean?
I mean I think that the AACN was so focused on the nursing shortage and the reported
cost containments of technology that they leaped before they looked. Sure, they
assembled a great curriculum, but the instruction is weak and the use of technology to
support it is even weaker. Moreover, the literature demonstrates that the AACN is not
aware of the basic educational theory that supports the philosophy of nursing, which is
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mastery. There's a big disconnect between the finer aspects of critical care nursing and
effective web-based instruction.

Okay, we've gone way beyond the immersion role to educator and instructional
technologist. I think we're far enough gone from the focus. Let's go back to just being a
learner. Is there anything new you can add about the experience ofusing the ECCO to
become an ICU RN?
No, I don't think so. And I'm not sure I can go back to pure immersion.

Why 's that?
Because after over 50 hours ofECCO instruction I think I get it!

But we 've only got 9 more hours of instruction to go. Do you think you can try?
I will, but I'll be surprised if anything different happens. If there' s one thing I know
about the ECCO it is that the pattern never changes. It is amazingly consistent.

Anything else you want to mention?
Yeah, my young respiratory failure lady with the neuro symptoms died last night.

What?
Yep, the pulmonologist that intubated her is married to a neurologist and he mentioned
the case to her the next day. She immediately came in to see the patient. Apparently she
had decompensated on the ventilator and suffered an anoxic injury, which causes brain
swelling. She herniated her brainstem the next night. Apparently the neurologist thought
that the patient should have been intubated much sooner than she was.
Of course there's no real way of knowing when she actually herniated her brain stem to
the point of no return. But I can't help but to think it started at least right before I got
report on her two days ago. In retrospect, it was pretty obvious that she was having
neurologic symptoms, but nobody was really sharp on neuro. I also know that she
improved when I insisted that we get pulmonology to intubate her. And I know she went
down pretty fast the next night.
So of course there is a chart review going on. And the preliminary rumor is that it looks
like I was the only RN charting any sort of abnormal neurological findings until she
crashed. The good news is that I also charted that I did somethlng about what I found.
So, at least I can sleep knowing that I spotted it and persisted in doing something. I can't
help but to think that this is what happens when you don't get a particular type of patient
very often. And it's not just a nursing issue. Seems clear that she should have been
itltubated much earlier than she was. She was on BiPAP for about a week with a
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deteriorating condition. But that's hindsight. I still can't believe that she died and that
there were no neuro findings other than mine until it was too late. They of course kept
her alive on the vent, but the CT showed a massive herniation. So the family withdrew
life support and she rapidly expired with her family at the bedside.
It also came out from the family in the final hours that she had other issues that had not
fully divulged to the medical team that likely would have led to her immediate intubation.
I won't go into here other than to say it involved inhalation of a known lung-injuring
substance either to get high or to kill herself. The family was split in their feelings about
her motive. But either way I'm sure had somebody said something at the time of
presentation she would have been intubated. Everybody was operating under the stated
history that she was otherwise a healthy young lady.
In any case, I can't tell you how terrible I would feel ifl hadn't gotten her intubated. I do
feel terrible for sure. But, I do feel relieved that I recognized what was going on and
intervened appropriately, at least more appropriately than anybody else. It's difficult to
know that sometimes your best just won't save a patient.

11124/07
Module 8 (ECCO 1.0) - Care of the Patient with Hematologic Disorders
Lesson 1- Anatomy, Physiology, & Physical Assessment
Lesson 2 - Common Hematologic Disorders
ICU Orientation Shift
How about it? How 'd it go?
Well, I guess I'm in a groove or something. I passed another test first time up.
What,

if anything is different?

This module was only an hour long. Just 2 brieflessons and 2 5 or 6 question quizzes. I
didn;t miss any of the quiz questions and I got an 85% on the exam. Then I went to the
ICU.
Did you have a hemo patient?
Not today per se, but I've had a few folks on reverse isolation due to thrombocytopenia.
And we had a lady in DIC the other day that I got to help with. But again, this is stuff
that I mostly already knew. So it was more or less easy.
Do I need to ask you anything about the ECCO and the instruction?
No, there is nothing different to report. It's just SOS.
And how does that make you feel?
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Honestly, I'm terribly irritated having to use it and it pisses me off that there's absolutely
nothing but sunshine, rainbows, unicorns, and poke-a-dots about it in the literature.
There's no warning that it's an amazingly grueling 1-shot data dump.

11/26/07 - 11/27/07
Module 9 (ECCO 1.0) -Care of the Patient with Multisystem Disorders
Lesson 1 - Shock
Lesson 2 -SIRS, Sepsis, & MODS
Section A- Pathopysiology & Clinical Presentation
Section B - Organ Dysfunction
Section C - Patient Management
Lesson 3 - Specialty Populations in Critical Care
Section A- The Pediatric Patient in the Adult CCU
Section B- The Geriatric Patient in Critical Care
Lesson 4- Sedation & Analgesia in the Critically Ill
How did these go?
Same shit, new days. Thank Christ I'm through with the last module.

Anything new to report?
Nope, it's the same boring old ECCO. I just shut offthe audio, surf & read through the
text boxes as fast as I can, try to pass the quizzes once, and fail the fmal exam. Then I
study what I don't know in the critical care book or the web like I've already told you
about or ask my preceptor to try and explain it.

No new insights or feelings or anything?
No, I'm just glad to be done with the ECCO and can't wait to tum in my fmal passing
exam.

Aren't you excited that you 're basically done with orientation and are practicing
independently?
Sure, I just hope to God that I don't kill anybody.

Really?
Really, I mean, yeah, it looks like I've completed orientation successfully. I've done all
the modules and by tomorrow or the next day at the latest I'll have passed all the tests.
All the check blocks are filled. But there is tons of stuff that I don't know or forgot
already. I'm sure it's just a matter oftime until the right patient is in the right place at the
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right time. I'm done with orientation and the AACN says I'm smart enough. But I know
that I'm still a rookie. The 'ole synergy model simply does not address the realities of
staffmg and geographic limitations. The good news is I've got plenty of folks in the ICU
that I can ask for help. The bad news is I already know more than some of them, which is
pretty darn scary.
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APPENDIX J. ILLillvflNATION DATA

Illumination Memo Week 1
January 1 - 7, 2008
Beginning
After the refreshing period of incubation where I stepped totally away from the
practice and study of nursing I have returned to my immersion memos and critical care
nursing. I have to say I'm surprised at the total amount of data and at my relative
comfort with practicing independently as an ICU RN following incubation. I also have to
say that it's a bit of a challenge to separate my thoughts as a participant and as
investigator. This is because I know what it was like and I also know what I mean. Now
the challenge is to further examine these in a more meaningful way. To do this I'll need
to separate myself from myself in a way. I need to take a step back and look at things
from a larger perspective. To do this I'll first re-read all of my immersion memos a few
times and reflect on them.

Reflections

January 8-14,2008
After reviewing all the immersion data it seems clear that I've got mixed feelings
about the ECCO. On the one hand I like the basic ease of use and flexibility, which is
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consistent with the literature. On the other hand I don't so much like it because I didn't
find it too useful in passing the exams. The negative feelings outweigh the positive.
However,,there were also some feelings of achievement. These were also outweighed by
the negative, but they are there. I' 11 reread and reflect some more this week and see what
comes up.

January 15-21
Having reread the immersion data several times and reflected, I'm noticing that
most of my comments seem to fall into recognizable general areas. First, there is a bit of
initial explanation in the early memos about how I'm doing things. Here is an excerpt
from module 1 immersion data to illustrate how I'm experiencing the ECCO:
This module was completed at the computer lab of the hospital. I
could have completed it at home, but I wanted to establish myself in the
computer lab so that when I need to do the ECCO there I'll be familiar
with the environment. I also wanted to be seen at the hospital going to
class so that folks would know that I was actually doing something and
not just showing up on the unit 30 minutes after everybody else got there.
The normal ICU shift is 0700- 1900 or 1900-0700. Since my
first two days are basic orientation I'm doing them on day shift. After I've
been oriented to the basic nursing stuff (e.g. scavenger hunt, basic care
routine & equipment/supply issues) & admin skills stuff(e.g. environment
of care stuff like fire drills, hazardous spills, utility system failures etc.)
I' 11 switch over to nights as the idea my clinical preceptor has that I also
agree with is nights will give me more time to focus on critical care issues
with my patients.
I showed up at 0600 and did the 30 minute introductory module
and then had 30 minutes to do my journal. I clocked in so the night shift
could see the new guy and then went to the computer lab. After I finished
the module I went back to the ICU and did my journal there on one of the
MD computers so that the day sift folks could see me too.
I'm not sure why I'm feeling compelled to do this so that everybody can
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see me working/studying other than I want to make a good first impression
and that I know I'll be more focused with people watching me.

Here are 2 excerpts from module 2 immersion data that also illustrate the how, where &
what I'm doing with the ECCO:
These two lessons were completed in the computer lab at the
hospital. Again, I wanted folks to see that I was working on something.
The first one was on Thursday morning as I'm still on day shift mode and
will flip over to nights by just working through the first night and then
being so exhausted that I'll be able to sleep through the day. At least that
was the plan. This is what I used to do when I was pulling floor work with
the Navy in Charleston and Guam. It still works!
Today was just a 4-hour ECCO study session. I decided to do it at
the hospital. But when I got there it became apparent that I wouldn't be
able to use the computer lab as there was already a major function going.
Although I could have squeezed into the back of either computer lab on an
open PC, I'd have to put on head phones and try to deal with the
distractions. That and I need space to take notes. So, ultimately, I decided
to just go home and do it from there in my office.

Second, there are also basic descriptions about the ECCO itself, again occurring
frequently in the beginning of immersion that shorten to extinction as immersion
progresses. These start with generally positive statements about the media and
mechanics of instruction, but rapidly tum more negative. Here is an excerpt from module
1 immersion data as illustration:
Explain?
Let's start with the basic design. It's an interactive web-based setup as
advertised. It was pretty easy to access the program. If you can read &
send email &/or surf the web you're qualified. At first glance it looks
smooth. The graphics are very nice. There are a few intuitive buttons and
an animated display. It's very much like using one of the web's more
popular multimedia products/formats such as iTunes, QuickTime Player,
RealPlayer, or MediaPlayer. Then the voice starts.
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The voice?
The voice sounds like a haggard old nurse who smoked for 30+ years and
is being forced to do this as some sort of penance under the exclusive
tutelage of the guy who narrated all those boring school movies I slept
through in the 70's. Her voice and pacing are both quite monotonous. At
times I found myself wondering where the sentence had begun after we
had trundled off somewhere through several dramatic pauses or extended
bulleted points about something I missed while I was lamenting to myself
about how much longer these 16 slides could possibly take. But
fortunately, the text to the audio was also visible at the left, which gave me
something to focus on so that I could get through a slide without too much
distracting thought about the pros & cons of various forms of suicide.
Here is another example from module 2 immersion data showing some mixed and
negative feelings about the ECCO itself and the instruction:

Goon.
While I do like online education and have been building it and managing it
since 1999 for both Navy and civilian organizations, I'm beginning to
loath the ECCO.

Why? What specifically is causing you to think this?
It's like 'Death by ECCO' .. The lessons starts out by making you sit
through all of the objectives. There were like over 30 objectives for the
cardiac module and each one was read out loud by Nurse Monotone &
displayed in text as welL It was excruciating. All I could think was Christ
just let me get to the content PLEASE. Then I found it!

Found what?
I found the mute button! I realize that there's a theory that says the more
senses you involve the more you retain, but I bet they never did the
ECCO.

So you found this helpful?
Absolutely. I-was able to just turn offNurse Monotone and read the
material. It sort of pisses me off that I'm getting what amounts to a digital
text book, but it's certainly better than sitting through a boring lecture. At
least this way I can cruise through what I already know and focus in on
what I don't.
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And this example from module 4 immersion data shows near extinction:

How was this module?
Really nothing new to report about the ECCO. It is what it is. I think I
may have reached saturation with it after 34 hours of instruction. It's
really just the same instruction with new content over and over. Nothing
changes.

You're locked into a set pattern?
Pretty much.
Third, initially there is a theme centered on my concern that there isn't allot of
critical care content. However, this concern is put to rest by the second week as I
eventually start getting to content with which I'm unfamiliar and that I fmd rather
challenging. And I also come to realize midway through the 2nd module that if the
groundwork isn' t there the RN really has no hope of understanding much beyond that as
well as a significant portion of the care provided in critical care isn't critical. Here are
some illustrative excerpts from module 2 immersion data:

How does already knowing the content make you feel?
It gives me mixed feelings. I mean, the program itself is so darn

boring that I'm very happy to be able to just read it. But at the same time I
keep wondering when we' re going to get to the critical care stuff. So far
I've been through the introductory module and 4 hours of the cardiac
module and I haven't learned anything new. I can't help but to wonder if
I'm being scammed. Yes, it's a great refresher, but I'm not seeing
anything new. It's kind of frustrating.
The only other thing I want to mention is that I really expected it to
be more. I mean all of the articles I've read about it and all ofthe
brochures and everything say it's the greatest thing since sliced white
bread. But I'm no so impressed so far. Sure it's looking like some smart
critical care nurses have assembled a decent curriculum. But it's looking
like they're trying to fatten it out by including basic nursing stuff.

And this is bad?
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Well, it doesn't give me much of a good feeling going into my first
real clinical day. I've got another 4 hours of instruction to do and if it
goes like everything has so far, other than being bored off my ass I'm
going to have to walk into the ICU without any more knowledge or skill
that I've already got.
And, again, this is basic nursing 101 stuff Where's the critical
content? Sure we're laying the foundation, but I thought I'd be getting to
the good stuff sooner.
So, as I'm gathering, ICU also requires tons of non-critical care as
well. So, I can see how it can be justified to include such content in the
ECCO as I was experiencing prior to today's ECCO lesson.
Fourth, there are also comments centered on the efficacy ofECCO instruction
itself. These also tend to be mostly negative. And they tend to become more briefly
summarized as immersion continued. The emergent theme is that I don't feel the ECCO
is helpful in teaching me new knowledge. An illustration from module 2 of immersion
data:
Isn 't this why the ECCO Instructor manual recommends a blended
learning environment?

Sure, but I've seen the manual and talked to my preceptor and
there is no specific guidance much less examples of anything related to

instruction. All it says is monitor your students and remediate them as
necessary. My preceptor, although she is quite good at clinical preception,
is a 2-year RN. She's got no actual preparation in teaching. So she's just
left to herself to try and help me with whatever I might have a problem
with. Fortunately for me I've got a good idea of where my weaknesses are
and know how to teach myself what I don't know. Ifl didn't already
know this I'd be at the mercy of my clinical preceptor. This of course is
how it's supposed to happen, but there is pretty much no support for her
other than test scores that are reported, which by the way haven't been
reported yet.
Huh?

Yeah, this first module is 25 hours of instruction time. And there
is no assessment up front. All you get are brief little quizzes that don't
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cover all of the content at the end of each lesson. The result may end up
being that I get almost half way through the entire course before anybody
is aware that I'm incompetent! Seems a bit late to me.

Here are two excerpts from module 3 of immersion data also showing lack of
instructional efficacy:

How did this go?
It started okay. There were no real issues with other major
pulmonary disorders. It was a good refresher.
Thoracic surgery was okay too. I thought I'd get my butt kicked again
like yesterday. But I didn't. I especially like the part on chest-tubes.

It was good Instruction?
Yeah, it was pretty clear, but again, I had prior knowledge. It was
basically a refresher.

What else?
The ventilator stuff was pretty good too. I took notes and I'm
putting them into my hand held for ease of reference on the unit.

How did the quiz go?
Actually, I did pretty poorly. But I think that was a function of
yesterday's challenges. I know I've got to go back and do some damage
control with V /Q etc.

So the ECCO taught you something?
I admit it, but to be honest. I was using my handheld and the
internet to look things up. The ECCO taught me what terms to use. My
critical ·care software, ABG calculator, and Merck manual online are what
really educated me. Using the ECCO on the unit would have been
difficult and it didn't really explain it well either. So, the ECCO helped
me some, but again, I taught myself what I needed to know to make a real
difference for my patient.
Here is an illustrative example from module 5 related to efficacy of instruction:
251

So, you 're saying that you 're ability in passing the exams isn't so much a
result of the instruction.

Pretty much. I mean the ECCO is a great review device for things
I already know or knew because I can fill in the gaps on my own. But for
new things I don't know it's worse than a book because it tends to distract
you with the multimedia. And there is absolutely no practicing of any of
the concepts. You get it explained once, perhaps over an interval as long
as a few days, and then you're tested on it. It's really a measure of how
much you already know, how much you can retain in one pass, and how
well you can identify what you don't know and teach yourself (which we
know is termed metacognition). So if your prior knowledge and 1st pass
retention don't add up to 80%, you're on your own baby, good luck.
Hopefully you and your preceptor can figure it out. And by the way, this
all comes on your own time.

January 22- 28, 2008
After starting to reread and reflect I realize that I'm not seeing anything new and
am a bit tired. So, I took an incubation period of a week.

January 29- February 4, 2008
After taking a week off and coming back with fresh eyes and mind I've noticed
another rather glaring theme. Actually, I can't believe I didn't notice it straight off. Oh
well, now I know why Moustakas says incubation is so important. I didn't really think
about it, it just sort of popped up and seems obvious now. So, here it is
Building from the preyious memos, there is a fourth area. These are several
references to how I'm dealing with the lack of instructional efficacy. That is, how I'm
using my own metacognition to achieve mastery. I call this the work around. That is,
I've developed a way of working around the instructional inadequacies of the ECCO so
that I can pass the exams and demonstrate mastery on the exam and in the clinical setting.
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Unlike the other areas to point that tend to diminish and extinguish as immersion
progresses, this area seems to expand and clarify as immersion progresses. Here is an
excerpt from module 3 immersion data:

How will you do that?
Well, first I'm just going to take the test and see how I do. Then
I' 11 go back and look at the answers I missed to memorize them for the
test. And I'll also go to my text book and the web to fill in any gaps.
Another illustrative excerpt from module 5 immersion data:

And how is this [pt care experience] related to the ECCO?
It's not really. I looked up what I thought I needed to look up using the
web (the Merck Manual online is great) and my critical care nursing text.
Goodpasture's and Wegener's are definitely NOT in the ECCO under renal or
pulmonary. And I also skimmed through the last module (care of the patient with
multiple disorders) and it ain't there either.

Finally, a last illustrative excerpt from the last module of the immersion data:

Howdidthese go?
Same shit, new days. Thank Christ I'm through with the last
module.

Anything new to report?
Nope, it's the same boring old ECCO. I just shut offthe audio,
surf & read through the text boxes as fast as I can, try to pass the quizzes
once, and fail the fmal exam. Then I study what I don't know in the
critical care book or the web like I've already told you about or ask my
preceptor to try and explain it.

No new insights or feelings or anything?
No, I'm just glad to be done with the ECCO and can't wait to tum
in my fmal passing exam.
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I'm not seeing too much more I can really explain and I'm starting to get the
feeling that I need to take another incubation period. So rather than continuing to try and
find another theme this week I'm quitting now. That is, I'm feeling like I'm trying to
force it. So I'm just stepping back for two days to see what happens (Feb 3 & 4).

February 5 - 11
The newest theme I'm now able to describe focuses around what I'm going to call
internalization. I have to admit that I saw many of these particular components prior to
this point, but I more or less subconsciously chose not to pursue them as I seemed drawn
to other areas that were more obvious and immediately more knowable. While these
components are without doubt the most salient, at least to me, they also seem to be the
most difficult to make sense of at least initially. This may also be because they seem to
be the most personal and telling aspects of hnmersion. So I can put them off no longer.
Here goes.
All of the themes I've identified heretofore are immediately related to
participating in the ECCO itself That is, they are patterns ofthings I observed, noticed,
and/or did while actually experiencing the ECCO. That is, these data reflect description
of moments in time during the ECCO experience itself. In contrast to that, these newly
realized components are the result of an internalization of the ECCO experience. That is,
these components are emerging into a recognizable theme as a result of the experience of
the ECCO. What is key is that these data emerge at a time, and/or describe events at a
time, AFTER active ECCO activities.
Some of these data initially appeared to be more closely aligned to the ECCO than
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others. However, after reflection it was realized that these data were being released and
recorded after recognition of a particular and immediate ECCO experience was related to
previous ECCO experiences that had been previously internalized. So while some of
these data initially appear during or immediately after description of actual ECCO
participation, the genesis of these data are actually from previous internalizations of
similar events. The internalization theme I'm able to now recognize and describe is
related to my response to my experience of the ECCO. That is, these components
describe outputs that result only after internalization of the ECCO experience itself.
Not surprisingly, much ofthis type of data appears in descriptions of immersion
where I'm not actually engaged in the ECCO. Rather, it seems the time when these
components appear is when my thoughts are focused on when I'm going to clinical, or
during my recollections of clinical, or after clinical, and not when I'm actually doing the
ECCO save for as previously described when data appear during the description of
ECCO events. The components of this theme readily appear throughout all modules of
immersion data. Some salient examples from each module include the following:
From Module 1:
Feelings ofapprehension? Can you explain that please?
Okay, it makes me feel like they're trying to be tricky; like they're
going out of there way to make the easy harder than it needs to be. I
mean, I'm already nervous about raising my game to include seriously ill
patients; I don't need the easy stuff to be confusing too. I'd prefer to have
familiar stuff built upon rather than reinvented. It makes my spider senses
go off and wonder "okay, what's next, how can they make this harder?"
From Module 2:
Do you think this is impacting you as a RN?
Yes! It's frustrating the hell out of me, which pisses me off. It's
making me question my own ability to be able to care for critical patients,
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it making not look forward to going into the ICU tonight. I don't feel
prepared in any real way at this point. I just hope to Christ my preceptor
doesn't hang me out to dry. And thank God I'm not afraid to tell anybody
when I need help.
From Module 3:
What's that?
The 'ole, thanks for the view from 1,000 feet, however, we're
going to be at sea level when we do this. I need more detail please. I
mean, I get the concept, but I have no real idea of what it takes to get a
particular procedure done. My preceptor is doing a good job ofletting me
see how they're done before I'm thrown in. And I have to say that most of
the physicians are pleasant. But how hard would it be to put a damn video
clip in? This thing is supposed to be cutting edge right? Why not use the
technology? Kind of puts me off a bit (like you haven't figured that out
yet eh?). It's not very confidence-inspiring to say the least. Makes me
dread and wonder ifl'll get the chance to screw it up or not. I video
would help a ton.
From Module 4:
Fear & Apprehension? Explain please.
Well, it scares me when I get a bunch of information dumped on
me that I'm not certain I fhlly understand and remember. I mean, the
cardiac module was 26 hours of instruction that included hemodynamic
monitoring, EKGs, etc. etc. It's technical stuff you don't just get in one
pass and even if you did you still have to become familiar with actually
doing it. It's like passing a written exam on jazz improvisation: that don't
mean you can swmg
From Module 5:
Can you explain that feeling more?
It's beginning to really piss me off that I have to sit through the
damn presentations knowing that I'm probably going to fail the exam and
then have to go back and memorize particular slides, or memorize the
"right" answers, or just flat out teach myself using a text book or the web.
From Module 6:
In previous modules you've scored higher and gone back right away. Why
are you content to defer this to later now?

256

~---4a------------------------------------------------------~-

I'm just that sick ofthe ECCO. I really just can't wait to be done
with it.

Anything positive to talk about today?
Yeah, I fmished another module. I'm that much closer. I'm ready
to be done.
From Module 7:

Why?
Because I'm a bit sick and tired of putting in twice as many hours
as estimated to pass the darn exams.
From Module 8:

And how does that make you feel?
Honestly, I'm terribly irritated having to use it and it pisses me off
that there's absolutely nothing but sunshine, rainbows, unicorns, and pokea-dots about it in the literature. There's no warning that it's an amazingly
grueling 1-shot data dump.
From Module 9:

Really?
Really, I mean, yeah, it looks like I've completed orientation
successfully. I've done all the modules and by tomorrow or the next day
at the latest I'll have passed all the tests. All the check blocks are filled.
But there is tons of stuff that I don't know or forgot already. I'm sure it's
just a matter oftime until the right patient is in the right place at the right
time. I'm done with orientation and the AACN says I'm smart enough.
But I know that I'm still a rookie. The 'ole synergy model simply does
not address the realities of staffing and geographic limitations. The good
news is I've got plenty of folks in the ICU that I can ask for help. The bad
news is I already know more than some of them, which is pretty darn
scary.

It's too soon to try and organize them in any way at this point. I need to re-read
and reflect a bit before moving on.
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February 12- 18, 2008
I'm too close to it again. It's hard to see anything more recognizable than I have
last week. I mean, I'm seeing the internalizations and they're pretty negative in nature.
But I'm not making much more sense of them than this. I'm not convinced I've got it
fully developed. I'm taking another dam Incubation period and see what happens at the
tacit brewery (I've coined this concept to describe the process. I just let it brew a while
and then come back to it and things seem to be brew out into more recognizable themes.
The part I didn't anticipate is I've had similar experiences with music. That is after you
practice something until you can't get it any better, some how when you come back to it
after a few days off, it just goes better. There's something about getting too close that
blinds you. But after a period it just falls into place.)

February 19- 29, 2008
Okay, here's the deal. I've got some defmite themes defmed. There are four
basic themes two of which have defmite subsections. These themes are:
1) Background & Setting- here I felt compelled to basically describe where I was
actually doing the ECCO. Initially I felt a need to do it where I could be seen by
others, and then I opted for the convenience of home.

2) The ECCO Itself- here I describe what it is like to use the ECCO. There are 2
basic categories of description that align with my mixed feelings for the ECCO.
a) The Media- here I talk about the ECCO in terms of actual use. I like it,
it's good Gust like the literature describes).
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b) The Instruction- here I talk about the actual instruction of the ECCO. I
don't like it for several reasons which amount to I'm not able to pass, or feel that I
can pass, the exams after one or more passes through the instruction and that if s
not helping me in the clinical very much.

3) The Workaround- here I describe how I use metacognition to achieve mastery
on the ECCO exams and clinicaUy primarily through use of materials other than
theECCO.
4) Internalization - here I describe how I feel about the experience of ECCO
Instruction (3b) and the Workaround (4). These data can be divided into two
recognizable sub-themes:
a) External - here I describe how this experience has made me feel about
entities external to my self such as the ECCO and the AACN. The feelings are
frustration and resentment.
b) Internal- here I describe how this experience has made me feel
internally about myself. These feelings are mainly negative and include fear,
frustration, lack of self-confidence, and apprehension. However, there is some
brief recognition of feelings of accomplishment too.

At this point I feel satisfied that I've reached full illumination. I also feel a period of
incubation is in order.
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APPENDIX K. EXPLICATION DATA

March 16- 22, 2008
Moustakas recommends I spend more time immersed in my memos.
Accordingly, the first 3 days were spent re-reading illumination memos and referring
back to immersion memos from time to time to better understand what I was thinking,
writing, and feeling. I decided to focus on each theme individually beginning with
Background & Setting.
After spending a week of focusing and indwelling it is clear to me that the true
nature of the theme of background and setting is that it is an ice-breaker for immersion
memoing and that's it. That is, it doesn't really have anything to do with the study itself
other than it's a simple and easy way for me to begin and get comfortable with the selfdialogue process. This theme appears only in the early immersion memos and then
extinguishes, which tells me that I'm subconsciously realizing that it's really not that
.important and that I'm feeling more comfortable with the self-dialogue memoing as it
progresses.
There's really nothing to it than that.

March 23 - 29, 2008
Background and Setting really don't offer anything directly related to my study.
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True, if s an observable theme in the immersion memos, but there is really nothing of
value to it related to the study. I'm done with it. That is, it's there, but it doesn't really
mean anything. So this week I'm moving on to the ECCO itself theme.
The ECCO theme is subdivided into Media & Instruction. The Media part
basically confirms the literature and is related to strategy of the ECCO, which isn't the
focus of my study. It's an identifiable theme, but like Background and Setting, doesn't
offer much to the study beyond confirming that I agree the strategy is well executed like
the literature describes. But because this is already established and my study is not
interested in instructional strategy, I'm throwing it out too.
The ECCO instruction theme is big. It is a key theme and defmitely strongly
related to my study. It is directly related to both research questions [how well does the
ECCO adhere to mastery learning and instruction theory and what effect, if any, does this
have on the user?].
Because I'm quite familiar with Bloom's theory of mastery learning and
instruction and even though I haven't done the evaluation part yet, and because it's not
possible to separate myself completely as a researcher and a participant, I know that the
ECCO is missing key aspects ofBloom's theory. The parts impacting me are lack of
variance of instruction and the lack of corrective instruction.
Although I am an advocate of web-based instruction I am now acutely aware how
too much of a good thing can be bad. After several hours of exclusively expository
computer instruction I reach the point of diminishing returns, which adversely impacts
my learning. Because of the pace of orientation I also intuitively realized that more than
1 pass through the ECCO is all the time I can afford to the ECCO.
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By switching modes to primarily text-based and even internet-based other than
ECCO I'm able to more effectively use the time I have to successfully complete my
exams (demonstrate mastery) according to my schedule as well as practice competently.
I'm just not really sure that even ifl had more time to use the ECCO over and over until I
got it right would be a realistic expectation. I just don't think I could bring myself to do
that. In any case, on a subconscious level I knew I needed to do something else to pass
the exams on schedule and to make myself clinically competent, so I did.
This plays into the first research question as there is no corrective instruction. I
had no choice but to go through the ECCO again, which is not very efficient when you're
trying to fmd specific information. There is no search option; you have to surf through
the entire lesson until you fmd what you're looking for. This was also very time
consuming. And when I've already spent 4 hours using the ECCO the last thing I wanted
to do is use it some more in the same way that has just proven increasingly ineffective
over time.
So, while opportunity to learn is maximized by the ECCO, the lack of
manipulation of instruction negates this and places the onus back on the learner.
I initially failed 5 of 8 exams and barely passed one that I felt compelled to
remediate myself and take again. I failed the first exam badly and revisited the ECCO
module several times to pass it. I failed the second exam twice using only the ECCO on
the first & second attempts. After failing a second time I implemented other study habits.
This goes to my second research question and illustrates how the ECCO affects the user.
In my case I simply turned to metacognition. That is, I switched up the mode of
instruction and based on the feedback from the ECCO just studied what I thought I
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should study in order to pass the exam. However, I didn't resort to this until after failing
the second content module exam (pulmonary) twice after using just the ECCO. Once I
did that it was intuitive that the ECCO just wasn't going to cut it for me.
I figured that I could teach myself more economically by abandoning the ECCO
after the first attempt and resorting to my own study based on ECCO exam failure
feedback. And if I was lucky enough to pass the first time up, so be it (that happened 3 of
8 times). I achieved mastery after failing the ECCO exams primarily using the Core
Curriculum for Critical Care Nursing and Critical Care Nursing text books (both by the
AACN) and supplemented by use ofthe internet. (e.g. for Wegener's Vs Goodpasture's).
These were just faster and easier to pinpoint content as well as provided a change in
instruction.
So, while the ECCO provides unlimited opportunity this is rendered impotent by
the lack of manipulation of instruction (exclusive reliance on expository instruction).
The result is that I relied on my own metacognition to demonstrate mastery (the
Workaround).
There is also a theme related to ECCO instruction that I haven't focused on too
much to this point. That is, that early in my orientation process I didn't fmd too much
"critical" content: I was expecting more. While this caused feelings of frustration,
apprehension, and even fear this was not a result ofECCO instruction. Rather, these
feelings came from me. That is, because I initially failed to realize that critical care
nursing includes everything acute care nursing does as well as critical care, I wasn't
expecting there to be any acute content. However, I came to realize the error of my
assumption during the initial content module (cardia). That and I've also come to realize
263

that new graduates are now going straight into critical care, so the acute instruction is
warranted.
I guess my age was showing a bit. That is, I grew up in nursing where you frrst
had to prove yourself an expert acute care nurse before you got the chance to fleet up to
critical care. The profession has changed and this is rightly reflected in the ECCCO
instruction. So, regarding those comments in the immersion memos let me say "As I
was." [A Navy term meaning oops, I was wrong, let me restart prior to my error].
Because this issue does not arise from the ECCO instruction it doesn't really add
anything to the focus of the study. Rather, it' s a unique function of the individual, which
may be worthy of further study but is not within the scope ofthis study's purpose and
research questions.

March 30 - April 5, 2008
Just to refresh, Background and Setting, ECCO Media, and ECCO Instruction as
it relates to lack of critical content don't add to my study. ECCO instruction relates to the
frrst research question in that the ECCO only adheres to 1 of2 basic principles of
Bloom's theory of mastery learning and instruction. That is, while opportunity-is
maximized, instruction is not manipulated in any way, which renders opportunity of the
ECCO useless. The effect on the user (my second research question) is that I developed a
workaround through metacognition to achieve mastery both on the ECCO exams and in
actual clinical practice.
I was gorng to focus on The W orkaround theme this week, but it seems to be
adequately described in the previous week's memo. So, I can't find anything more to say
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about it this week except that it becomes clear the W orkaround also generated two groups
of feelings within me (internally). First, a small sense of accomplishment Second, a
host of other negative feelings, which will be the focus of next week's explication.

April 6 - 12, 2008
ECCO instruction is missing components of mastery learning and instruction
theory. This causes the user to use a metacognitive W orkaround to achieve mastery.
While demonstration of competence does yield some internal feelings of accomplishment
these are overshadowed by a host of other internal and negative feelings. The negative
feelings are focused toward two distinct entities, which are the AACN/ECCO and myself.
The most dominant negative feeling related to the AACN/ECCO is frustration.
I'm frustrated that I'm not achieving mastery using the ECCO. The ECCO instruction
itself frustrates me.
At first I thought that perhaps I was projecting my own shortcomings onto the
ECCO. -But after realizing that I've always been a very highly performing academian,
especially in nursing, it's probably not entirely my fault. I'm a good learner, but even I
· have my limits. Four or more hours of purely expository instruction exceeds my capacity
to learn familiar and new content at the mastery level.
I'm also resentful of the AACN. I resent the AACN for putting out a product that
requires me to teach myself what I don't know at my own expense. I resent that the
AACN claims the ECCO as "sets the bar" or is "the gold standard" for online education
and other such claims. For me it's far less useful than their textbooks but costs much
more. However, I feel these feelings with less magnitude than the feelings directed
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toward myself after using the ECCO.
Even though I lmow I've been very successful in nursing both clinically and
administratively and have no reason to think that I won't continue to be, every time I
complete a module I have definite negative feelings directed toward myself regarding my
ability to pass the exam and to safely care for critical patients. There's the usual pre test
anxiety of course, but that's not what I'm talking about. What I'm talking about is more
related to practice than to tests. I know I'll pass the tests eventually. I don't know ifi'm
a decent ICU RN

I feel fear. I'm afraid that I won't recognize something that could result in injury
or death of my patient.

I feel a lack of self confidence. I'm not confident that I have what it takes to be a
critical care nurse.

I feel apprehension. This is most salient just prior to going onto a shift. I dread·
that I'll get a particular type of patient that we won't be able to handle.

Sure, I've felt feelings of fear, lack of confidence, & apprehension in the past.
Everybody does. But I've never had them with this magnitude. In all honesty, I've
actually felt at times that I'm nearing the point where I should consider ending the study.
This is because'while I'm able to fmd a way to pass the exams, complete orientation, and
practice in a manner comparable to other ICU RNs, I'm not certain it's good enough. But
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this is all a combination of fear, lack of self confidence, and apprehension.
I'm able to realize (based on what I know about professional nursing, health care
and the competence process) that it's called practice for a reason. Mistakes will be made,
not everything will go as hoped, patients will die despite the best of efforts, and it' s a
continual learning process. I know all of this. Nevertheless, I feel ill prepared. I do not
want to stay in critical care without better preparation.

Aprill3 - 18, 2008
The ECCO is missing aspects of mastery learning and instruction theory. This
caused me to implement a metacognitive workaround. This generated feelings of
accomplishment that were overshadowed by feelings of frustration and resentment
directed at the AACN/ECCO, and even more intense personal feelings of fear, lack of
confidence, and apprehension. These feelings compel me to leave critical care nursing,
which is counter to the goal of the ECCO: to bring more nurses into critical care.
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